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Giving 
EXTRA SERVICE 


Scanlan-Morris sterilizers in use in surgical department, Charity Hospital, New Orleans, Louisiana 


Sterilizing apparatus now in use in the 
civilian hospitals will be required in most in- 
stances to give service for the duration. Further- 
more it must be used 100% if necessary. Twenty- 
four-hour daily working schedules are urged for 
this type of equipment before application for 
additional sterilizers can be considered. Cor- 
rect manipulation of sterilizers and regular 
maintenance care will insure continuous opera- 


tion in these critical days. 


Detailed instruction manuals for securing 
maximum service from Scanlan-Morris steri- 
lizers are available upon request. In applying for 
this material, give full information regarding 
the sterilizers in question, state department of 
the hospital in which they are located, heating 
medium, etc., so that proper identification can 
be made. 

For suggestions on techniques of steriliza- 


tion, ask for our Hardbook on Sterilization. 
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NOW MORE THAN EVER 
Your doctors need the best 


DERMANNED and overworked, the wartime 

doctors of your hospital are genuinely grateful 

when you furnish equipment to speed and ease their 
work. 

Such appreciation is particularly true when you 
give them Germa-Medica. For Germa-Medica, 
friendly to tender skin, leaves hands supple and 
ready—without chapping or irritation. In the scrub- 
up it cleanses speedily, leaves hands surgically 
sterile, providing protection against infections. 

So switch to Germa-Medica and give your doctors 
the surgical soap they most urgently need—now! 
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Health Service and Social Security 


LOUIS H. PINK 


E are told by Secretary Perkins that a 
WY comerenensive plan for the extension of 

social security, similar to that proposed 
for Great Britain, will be released here in the near 
future. Sir William Beveridge, whose report has 
aroused interest not only in Britain and the United 
States, but all over the world, is said to have been 
in close consultation with those working on the 
plan in this country. 


Although compulsory social insurance as out- 
lined by Miss Perkins, leaves out for the time 
being, medical care, one of the most important 
features of any social plan, it will still cost ap- 
proximately ten per cent of the payrolls. Medical 
insurance may be deferred but is undoubtedly 
very much in the minds of the authorities. 


Implications of Differences in Wage Scales 


In applying the British plan to the United States, 
consideration must be given to the differences 
which exist in wage scales in the two countries; 
to the sincere attachment of our people to the 
preservation of reasonable political power and au- 
thority in the states and in local communities; and 
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to their desire to voluntarily provide for them- 
selves and their families. The development and 
acceptance of all types of insurance as a means 
for achieving social security have come gradually: 
there has been a process of trial and error; one 
step has led to another. 


Extension of Social Insurance Properly Integrated 
with Local and Private Effort 


No forward-looking person objects to the grad- 
ual extension of social insurance if properly inte- 
grated with local and private efforts. But Europe 
had various forms of social insurance more than 
a quarter of a century before we started here, and 
we cannot make up for lost time, or even surpass 
Europe, as some suggest, in a very short period. 
Any comprehensive extension must be based on 
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past experience, sound principles, and adequate 
financial safeguards. 


While we have always had some class distinc- 
tions in this country, we profess that we have 
none. To our great credit, it has always been pos- 
sible for a person in the lower economic brackets 
to rise by his own energy and ability to a higher 
economic level. There is no social distinction here 
such as existed in Britain before the war. This 
democratic social attitude and the opportunity for 
individual initiative should not be discouraged. 


Sir William Beveridge’s Plan for Britain 


While Sir William calls his proposal a “British 
Revolution,” it does not seem to be a revolution at 
all in so far as Great Britain is concerned. It is 
merely an extension of what already exists. Be- 
cause of our higher standards of living, anything 
done here will have to be priced much higher. 


Sir William’s contribution to Britain and to all 
countries lies not only in his definite social pro- 
posal. His philosophy is, in the main, sound, but 
has been little quoted here. He says: 


“So far as voluntary insurance meets real 
needs, it is an essential part of security; scope 
and encouragement for it must be provided. 
... In considering the action of the State in 
regard to voluntary insurance, regard must be 
had to the extent to which voluntary insur- 
ance is already developed in various fields and 
the different circumstances under which it has 
developed.” 


In this connection we should remember that in no 
place in the world has voluntary insurance of all 
kinds been sold so extensively as in the United 
States. 


The New Federal Plan for Social Security 


While the immediate plans of the Federal ad- 
ministration apparently exclude medical care, 
hospitalization, which is so intimately connected 
with it, is included in many of the Plans. This is 
undoubtedly due in part to the fact that hospitali- 
zation insurance is so much easier to administer, 
and that so much experimental work has already 
been accomplished by the voluntary nonprofit hos- 
pitalization plans and the insurance companies. 
These nonprofit plans have developed in a brief 
period of about ten years, and now provide hos- 
pital care by prepayment in small amounts for 
more than ten million people. In addition, the 
group and commercial insurance companies pro- 
vide hospital coverage to some five million people. 
The present rate of growth of the nonprofit plans 
alone is running at the rate of approximately two 
million persons a year. This development is only 
the beginning, and so far has been confined largely 
to employed groups. Such voluntary methods of 
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prepaid hospital insurance can and should be ex- 
tended to groups not now included, and to indi- 
viduals who cannot belong to groups. 


Hospitalization 


While hospitalization is one of the first things 
contemplated in the proposed extensions in the 
United States, it is one of the last things in the 
Beveridge Plan. Speaking of the hospitals, Sir 
William says: 


“Institutional treatment is not included in the 
present health insurance contribution except 
to a small extent as an additional benefit. It is 
obtainable by any citizen in a public hospital 
subject to recovery of the cost, that is to say 
to payment according to his means, or free if 
he has no means... . The growth of hospital 
contributory schemes in the years just before 
this war has. been remarkable. . . . British 
people are clearly ready and able to pay con- 
tributions for institutional treatment... . Ifa 
payment for institutional treatment is includ- 
ed in the compulsory insurance contribution, 
there will be little or nothing left for which 
people can be asked to contribute voluntarily, 
and an important financial resource of the 
voluntary hospitals will come to an end.” 


Extension of Social Insurance Should Be Gradual 


Important as is the extension of social insurance, 
it should be gradual, and we should always try to 
put first things first. Before we provide new bene- 
fits, the base for the present benefits should be 
broadened to include these persons not now cov- 
ered, such as individually employed persons, em- 
ployees of nonprofit organizations, farm and do- 
mestic employees. It is equally important that we 
raise living standards by providing better housing 
and employment conditions, which will tend to 
improve health standards and reduce the amount 
of hospital and medical care required. 


The rapid enlargement of social security benefits 
contemplated may fail and injure the entire move- 
ment, if they are based on a war economy. War 
babies seldom endure. Sir William wisely makes 
it clear that he is planning for peace. Any exten- 
sion that we make must fit into a peace economy, 
for global wars seldom occur, and if there is proper 
planning for a just and workable peace, no major 
war.should ever come again. 


Effect of a Ten Per cent Levy on Payrolls 
for Social Security 
A ten per cent levy on payrolls is a very real 
burden. It cannot be imposed above existing high 
taxes and the still higher taxes yet to come, unless 
the earning capacity is able to carry it in the years 
to come. After the war there will still be a huge 
tax burden, and even under the most optimistic 
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views, with upwards of ten million young men 
and women seeking new jobs, there must come a 
considerable dislocation of our economic system. 
We should buy now only as much additional social 
security as we can continue to pay for after the 
war without seriously reducing living standards. 


Sir William makes it clear that his plan for 
freedom from want is based upon very important 
prior considerations, which have not been suffici- 
ently stressed in this country: 


“That the world after the war is a world in 
which the nations set themselves to cooperate 
for production in peace, rather than to plotting 
for mutual destruction by war, whether open 
or concealed. 


“That the re-adjustment of British economic 
policy and structure that will be required by 
changed conditions after the war should be 
made, so that productive employment is main- 
tained.” 


Increased Insurance Coverage Cannot Provide 
Freedom from Want 


Increasing the number of persons covered and 
the amount of benefits, provided such broadening 
is based upon long term ability to pay, need not be 
postponed until after the war. But, standing alone, 
increased insurance coverage cannot provide free- 
dom from want. Security must be based first of 


all upon a different kind of world. The nations 
must cooperate with each other so that economic 
benefits will be available to all and trade may flow 
freely. The standard of living must be increased, 
not only in one or two nations but generally 
throughout the world. We must, through encour- 
agement and stimulation of private initiative and 
worth while public enterprises, see to it that peo- 
ple are fully employed in productive effort. If 
these two objectives are not accomplished, it is 
idle to talk about any considerable extension of 
social security as a permanent plan. 


Why is so little thought and planning given to 
these basic necessities and so much to the mere 
passing of laws which will extend compulsory 
insurance benefits? Are we not getting the cart 
before the horse? 


Social Insurance Cannot Create Wealth 


Social insurance cannot create wealth, it can 
only distribute it more equitably. Any politician 
can propose a plan for extending social security, 
but only a statesman can erect it upon the base 
of full employment and international economic 
cooperation. We should increase our social security 
benefits and extend them as rapidly as we can, 
but there is danger that if we get this intricate 
machine speeding too rapidly and have not suffi- 
cient oil, we may burn out the bearings. 
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It is recognized by the officers and councils of the American Hospital Association that 
the OPA Ration Order No. 5, in its present form, does not enable hospitals to meet the food 
needs of either their patients or personnel. 

























As a result of that the Council on Government Relations and the Wartime Service Bu- 
reau have been in almost constant contact for the past few weeks with the rationing offi- 
cials in Washington. The difficulties are being brought to the attention of these government 
officials. The unique position of hospitals in the rationing problem is receiving sympathetic 
appreciation, with the result that several amendments to this Order are in the process of 
formulation and consideration. 

In the meantime, in view of the pressure of work in the Food Rationing Division in 
Washington, it would be most helpful if individual hospitals, hospital groups and hospital 
associations did not increase this pressure by letters and telegrams which must be an- 
swered by this Division. In fact such procedure tends to delay and complicate the entire 
process. Therefore it is urged upon hospitals to be patient for a short time when it is 
expected that policies and procedures more nearly to their satisfaction will be adopted 
and announced. 


The field is reminded that the Wartime Bureau is now in operation and in order to func- 
tion effectively for all of the hospitals it should be used as the first avenue of approach to 
Federal departments and agencies. 

CLAUDE W. Muncer, M.D., Chairman, 
Council on Government Relations 
American Hospital Association 

JAMES A. HAMILTON, President, 
American Hospital Association 
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Standard Plans for Nurseries for Newborn 
In Hospitals of 50 to 200 Beds 


ETHEL C. DUNHAM, M.D.; MARSHALL SHAFFER; NEIL F. MacDONALD 


especially careful planning at the present 
time. There are several reasons for this, 
among them— 


| sec nurseries for newborn infants need 


The number of women entering hospitals 
for maternity care has steadily increased in 
recent years, with the result that nurseries 
have become overcrowded. 


A new impetus to construction of maternity 
facilities has been given, under the terms of 
the Lanham Act. 


Standards of care have been developed 
which call for more space per infant and new 
types of equipment in nurseries. 


The plans herein set forth, although they may 
be adapted to any hospital, new or old, large or 
small, are for small general hospitals, with bed 
complements of 50 to 200, which are expected to 
be built chiefly in rural areas and in small cities. 
The plans have been developed with the aim of 
providing for the safety and welfare of the infants 
and of facilitating their care in the minimum space 
that conforms with modern standards. 


It has been estimated that in different localities 
the proportion of the bed complement that must be 
reserved for maternity patients will vary from 10 
to 25 per cent. In estimating the number of ma- 
ternity beds needed, consideration must be given 
to the local situation; that is, whether there is a 
maternity hospital in the locality, how many ma- 
ternity beds are available in other hospitals in that 
locality or nearby, how many live births occur 
annually in the community to be served by the 
hospital, and what are the customs of the people 
in regard to the use of hospitals for maternity care. 


The most recent Census reports available show 
that in 1940 more than half (56 per cent) of the 
total live births in the United States took place in 
hospitals. The percentage of hospital births was 


much higher in cities (84 per cent) than in rural 
From the Hospital Facilities Section, States Relations Division, 
United States Public Health Service. and the Division of Research 


a Development, Children’s Bureau, U. S. Department of 
abor. 
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areas (25 per cent). For white infants in the coun- 
try as a whole it was 60 per cent; for Negro infants 
it was 25 per cent; and for Negro infants in rural 
areas only 3 per cent. It is evident, therefore, that 
there may be considerable variation in the need 
for maternity beds, and hence for bassinets, even 
in hospitals of the same size. For this reason cal- 
culation of the number of bassinets needed in hos- 
pital nurseries should be based not on the total 
number of beds but rather on the local number of 
live births per year expected to occur in the hos- 
pital. Consideration should also be given to pro- 
viding a sufficient number of bassinets to allow 
for 75 per cent occupancy. 


Although in some circumstances, a hospital of 
relatively small bed capacity may need more bas- 
sinets than another hospital of greater bed capac- 
ity, still, under average conditions, the four accom- 
panying plans, which are intended to meet the 
needs of hospitals expecting 235; 470; 700; and 920 
live births, should be applicable to 50-bed, 100-bed, 
150-bed, and 200-bed acute general hospitals. 


Planning of hospital nurseries has been given 
little consideration in textbooks on obstetrics and 
pediatrics, even in discussions of the routine for 
care of infants. The professional journals, however 
—medical, nursing, and hospital—have in recent 
years published a number of articles on the plan- 
ning of such nurseries, largely from the point of 
view of preventing infection among infants cared 
for in a single nursery. 


As a result of clinical experience and research, 


1Dunham, Ethel C., M.D., Tesone, Olivia F., and Tesone, Silver 
L.: Plans for Hospital Nurseries for Newborn Infants. The Child, 
vol. 7, No. 2. (August 1942), pp. 21-25. 
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certain basic standards have been developed for 
nursery care of newborn full-term and premature 
infants.” ** The plans for hospital nurseries set 
forth in this paper meet the most recent standards, 
which require among other things that each nurs- 
ery house relatively few infants; that the bassinets 
be widely spaced, or separated by partitions into 
cubicles; that facilities be provided for using asep- 
tic technique and for giving individual bedside 
care to each infant; that optimum conditions of 
temperature, relative humidity, and ventilation be 
maintained; and that there be provisions for spe- 
cial care of premature infants, and for isolation of 
infants who are ill or suspected of being ill. 


The Nursery 
Location and Size 

The nursery should be located in the obstetric 
division of the hospital, but out of the line of traffic 
from other services. There should be outside win- 
dows to admit daylight and sunlight if provision 
is made for controlling the sunlight in hot seasons 
and hot climates. 


The size of each nursery should be such that it 
will provide a minimum of 30 square feet and 300 
cubic feet per infant. Although this requirement 
is slightly in excess of older standards, it is the 
minimum space that will enable the nurse to give 
proper bedside care to each infant. (It should be 
noted that common bathing and dressing tables 
are intentionally not provided for in the standard 
plans.) It is preferable that the bassinets be sepa- 
rated by partitions forming cubicles of sufficient 
size to enable a nurse to give bedside care con- 
veniently to each infant. 


Each nursery should house relatively few in- 
fants. For full-term infants nurseries have been 
planned to house not more than eight infants, since 
this is the maximum number of infants that one 
nurse can care for satisfactorily. With this ar- 
rangement the traffic through the nursery, and 
consequently the bacterial contamination of the 
air, will be reduced to a minimum. 


For premature infants, who require more spe- 
cialized care, a nursery has been planned to house 
not more than four infants, the maximum number 
of premature infants that one nurse can care for 
satisfactorily. 


If it is anticipated that fewer than four prema- 
ture infants will, as a rule, be under care at any 
one time a separate nursery for them will not be 
practicable, and they may be cared for in the 


*Crane, Marian M., M.D.: Standards for Care of Newborn and: 


Premature Infants in Hospitals. Hospitals, Journal of the Amer- 
area Hospital Association, vol. 14, no. 12 (December 1940), pp. 


‘Standards for Care of Premature Infants in Hospitals Having a 
Maternity Service. U. S. Department of Labor, Children’s Bureau, 
Washington, 1941. 8 pp. (Mimeographed) 

‘Standards and Recommendations for the Care of Newborn Full- 
Term and Premature Infants. U. S. Department of Labor, Chil- 
dren’s Bureau, Washington, 1942. 15 pp. (Mimeographed) 
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nursery for full-term infants. Suitable environ- 
mental temperature and humidity may be main- 
tained in heated bassinets or incubators. Figure 1 
shows such an arrangement in a hospital in which 
235 live births are expected per year. 


In larger hospitals, with 470 or more live births 
per year, it will be necessary to provide for four or 
more premature infants at a time, and there must 
then be one or more separate nurseries for these 
infants. Each nursery for premature infants should 
contain not more than four heated bassinets or in- 
cubators. 


Control of Atmospheric Conditions 


Adequate ventilation, and control of tempera- 
ture and humidity, contribute to the welfare of 
newborn infants, especially premature ones. The 
ideal arrangement is complete air conditioning, 
that is, controlled temperature, humidity, and air 
motion, with filtering of air and sterilization by 
ultraviolet light or by some other method. 


In the absence of air conditioning, windows or 
air ducts must be depended on as the source of 
fresh air, and they should be so arranged that 
there will be circulation of air without drafts 
around bassinets and with the air currents so 
directed that they will not strike the infant. In a 
nonair-conditioned nursery, partitions forming cu- 
bicles should reach only part way to the ceiling, 
so as to allow for ventilation. There should be 
thermostatic control of temperature. Sterilization 
of air at entrances to cubicles will provide addi- 
tional protection. For premature infants, who re- 
quire relatively high temperature and humidity, 
the environment may be controlled by the use of 
especially equipped incubators. 


In plans for new hospitals, if air conditioning is 
not possible, the necessary ducts at least should be 
provided, so that later installation of air condi- 
tioning will be facilitated. 


Walls, Ceilings, and Floors 


The walls and floors of the nurseries and acces- 
sory rooms should be constructed of nonabsorbent 
material, and it is preferable to have all corners 
rounded to facilitate cleaning with soap and wa- 
ter. The ceilings should be acoustically treated 
with material which is easily washable. 


If the nursery is air-conditioned, partitions 
should extend from floor to ceiling; if not, each 
partition should be about 5 feet high, leaving space 
between the top of the partition and the ceiling, 
to provide ventilation. 


A section of each partition, extending about 18 
to 24 inches above the bassinet level should be 
glazed and transparent, so that the nurse can see 
through it. 
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The plans have been drawn up in an effort to facilitate the work of physicians and nurses in providing 
for the safety and welfare of the infants in accordance with these principles, in the minimum space prac- 
ticable. Some of the characteristics of a nursery unit that conform with these plans are: 


The number of persons entering the nursery is reduced to a minimum. An examining room is pro- 
vided, just outside the nursery, for the use of the physician. A closed window between the nursery and 
the corridor permits relatives to view the infants (visitors are not, of course, admitted to the nursery). 
Thus the danger of air contamination is reduced. 

The bassinets are separated by parti- 
tions into cubicles large enough to permit 
bedside care to be given. There is a sus- 
pect nursery, completely separated from 
the nursery proper. Lavatories that have 
hot and cold running water and faucets 
with knee or elbow control are conve- 
niently placed in all nurseries and acces- 
sory rooms. Thus the danger of cross 
infection is further reduced. 




















The nurse’s station is so situated that 
she is in a strategic position to control 
traffic and to work with a minimum of 
effort, because (1) the only entrances to 
the nursery are through her station, (2) 
windows in partitions make it possible 
for her to observe the main nursery and 
the suspect nursery, and (3) the work 
space is a part of the station. In addition, 

the bedside tables are stocked with a 
E TREATM ' twenty-four-hour supply of clothing, bed- 
clothes, and diapers, and feedings are de- 
livered to the unit at regular intervals. 
All this should make it unnecessary for 
GRAPHIC SCALE the nurse to leave the nursery in the 


o 24 66 wrt, course of her eight-hour period of duty. 
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Figure 1—Nursery Layout For 235 Expected Live Births Per Year. (1) Bassinet; 
(2) Bedside Table; (3) Scales Table; (4) Lavatory; (5) Waste Receptacle; (6) 
Sanitary Receptacle; (7) Linen Hamper; (8) Pass Window with Shelf ; (9) Treatment 
Table; (10) Nurse’s Charting Desk; (11) Chart Rack for Ten Charts; (12) Chair; 
(13) Hook Strip; (14) Counter—Cabinets Below; (15) Sink; (16) Instrument Steril- 
izer; (17) Cabinet Above Counter; (18) Single Hot Plate; (19) Refrigerator, six 
cubic foot; (20) Counter and Desk, open below; (21) Charting Stool; (22) Rack for 
Two Charts; (23) Incubator; (24) Gown Hook; (25) Telephone Outlet; (26) Con- 
venience Outlet; (27) Ceiling Light (Indirect) 
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Figure 4—Nursery Layout for 920 Expected Live Births Per Year 
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A viewing window should be provided on the 
corridor side of each nursery, so that relatives may 
see the infants without entering the nursery. 


Furnishings 


The furnishings of the nursery should include 
the following: 


Bassinets—Each bassinet should be of the type 
that consists of a single metal stand with a steel- 
band removable basket, to permit washing with 
soap and water. 


Bedside table—A bedside table should be fur- 
nished for each bassinet, to serve as a work table 
and for storage of a 24-hour supply of equipment 
needed for care of the infant. Each table should 
have a top 16 inches by 20 inches, a drawer, a 
lower compartment with shelf, and a door. A “unit 
type” of bassinet is preferable but is relatively 
expensive. In this type there is a cabinet below the 
basket, which can be pulled out so that the top 
may be used as a work table; if the cabinet is sta- 
tionary, there is a shelf that can be pulled out or 
up at one end to serve as a work table. 


Incubators—The incubators may be either a 
commercial or a home-made type. They should 
conform to specifications that have been pub- 
lished.® 


Lavatory—A lavatory with hot and cold running 
water should be in each nursery. Faucets should 
have elbow, knee, or foot control. 


Sanitary can—There should be at least one metal 
sanitary can for diapers, with the top controlled 
by foot pedal. 


Linen hamper—There should be at least one 
linen hamper with removable bag, for soiled linen 
other than diapers. 


Accessory Rooms 


Certain accessory rooms are essential; those used 
frequently should be so situated that traffic to and 
from the nursery will be reduced to a minimum. 


Nurse’s Station 


The nurse’s station shown in these plans is de- 
signed as a “control station,” with provision for a 
work space and an area for the doctor to use for 
examinations and treatment. The nurse’s desk is 
placed so that she occupies a strategic position 
from which she can guard the entrances from the 
corridor to the station and from the station to the 
nurseries for full-term infants. These nurseries are 
visible through observation windows in the walls. 
The nurse’s station is provided with a desk, a rack 
for charts, a waste basket, and two chairs—one for 


‘Dunham, Ethel C., M.D., Dickinson, H. C., Ph.D., Gowens, 
Grace J., and Withers, Juanita: Incubators for Premature Infants. 
American Journal of Public Health, vol. 30, no. 12 (December 
1940), pp. 1415-1421. 
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the nurse and the other for the physician. In the 


plans for larger hospitals a double desk is pro- 


vided, for two nurses. 


Work space—In these plans, the nurse’s work 
space is shown as a separate area, but as part of 
the nurse’s station. This arrangement will enable 
the nurse to carry on nearly all of her activities 
without losing sight of the infants. In addition, the 
distance she has to travel in giving care will be 
reduced to a minimum. The work space should be 
provided with a refrigerator, a sink, a work table, 
an instrument sterilizer, a bottle warmer, and a 
hot plate. 


Examining room—The examining room, which 
may serve also as the treatment room, is shown as 
a separate area of the nurse’s station. It is sepa- 
rated from the nursery by a sliding window, or by 
a Dutch door with a shelf about 18 inches wide and 
30 inches long for use in examining the infant. A 
table about 24 inches wide, 30 inches long, and 
36 inches high, should be provided for use in giv- 
ing treatments. In this area there should be a lava- 
tory and a waste receptacle. 


Suspect nursery—The suspect nursery should be 
a completely separate unit. A minimum of 40 
square feet and 400 cubic feet should be provided 
for each suspect bassinet. This will give adequate 
space not only for bedside care but for treatment 
of the isolated infant. 


There should be a minimum of two suspect bas- 
sinets even in the smaller hospitals. Suspect bas- 
sinets should be provided in the ratio of one for 
each five bassinets for well infants. No suspect 
nursery should have more than three bassinets. 
When positive diagnosis has been made, the infant 
may be removed elsewhere in the hospital. 


It is important to have an anteroom between the 
corridor and the suspect nursery. It should be pro- 
vided with a lavatory, a desk or shelf, a hot plate, 
and a cabinet for necessary supplies. Two viewing 
windows should be provided, one in the corridor 
wall, for visitors, and one in the wall between the 
work space and the nursery. 


Accessory Rooms Not Shown in the Standard Plan 


Milk room—The location of the milk room and 
the supervision of the work of making up the feed- 
ings will vary with the type of hospital, its per- 
sonnel, and its special administrative problems. 
Under any circumstances it is essential that a sep- 
arate room be provided for preparing the milk 
mixtures and that this room be used for no other 
purpose. The room should be situated where the 
danger of contamination is least and where the 
most adequate supervision can be given, by a dieti- 
tian or a nurse who is experienced in milk-room 
procedures. If the hospital has a dietitian it may 
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be best to locate the milk room near the general 
diet kitchen and to have the preparation of the 
milk mixtures supervised by the dietitian. 


Physicians’ locker room—It is assumed that a 
physicians’ locker room will be provided near the 
entrance to the hospital, where the physician may 
leave his hat and overcoat. In the nurse’s station 
a rack or hook is provided so that he may remove 
his suit coat before he enters the examining room 
to scrub and gown. 


Nurses’ locker room—lIt is also assumed that a 
nurses’ locker room will be provided. 


Demonstration room—A demonstration room in 
which the nurse may teach the mother, before she 
leaves the hospital, how to bathe and feed her in- 
fant, is not provided for in the plans for these 
small hospitals. Such a demonstration may, how- 
ever, be given in the nursery while the mother 
observes from the corridor through the viewing 
window. Provision of a loud speaker would make 
it possible for the mother to hear the nurse’s dis- 
cussion of the procedures she is demonstrating. 


Summary 


In an effort to facilitate the work of physicians 
and nurses in providing for the safety and welfare 
of newborn infants in accordance with modern 
standards, in the minimum space practicable, the 
United States Public Health Service, Federal Se- 
curity Agency, and the Children’s Bureau, United 
States Department of Labor, have developed plans 
for hospital nurseries. Four nursery layouts have 
been drawn, for hospitals expecting 235; 470; 700; 
and 920 live births per year. Although in some cir- 
cumstances a hospital with a relatively small bed 
capacity may need more bassinets than one with a 
larger bed capacity, still, under average conditions, 
and allowing for 75 per cent occupancy, these lay- 
outs should be applicable to 50-bed, 100-bed, 150- 
bed, and 200-bed hospitals. 


The plans meet standards requiring, among 
other things, that each nursery house no more in- 
fants than can be cared for satisfactorily by one 
nurse; that bassinets be widely spaced. or, prefer- 
ably, separated by partitions forming cubicles; 
that optimum atmospheric conditions be main- 
tained; that facilities be provided for using aseptic 
technique and for giving individual bedside care 
to each infant; and that provision be made for the 
special care of premature infants and for isolation 
of infants who are ill or suspected of being ill. 


The nurseries should be located in the obstetric 
division of the hospital, but out of the line of traf- 
fic from other services. There should be outside 
windows to admit daylight and sunlight. Provision 
should be made for controlling the sunlight in hot 
seasons and hot climates. 
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Optimum atmospheric conditions may be pro- 
vided by complete air conditioning, including fil- 
tering and sterilizing of air. In the absence of air 
conditioning, air should be circulated without 
drafts striking the infant, there should be thermo- 
static control of room temperature, and partitions 
forming cubicles should reach only part way to the 
ceiling, so as to allow for ventilation. 


The minimum space provided in the plan is, for 
each well infant, 30 square feet and 300 cubic feet; 
for each infant who is ill or suspected of being ill, 
40 square feet and 400 cubic feet. Not more than 
eight bassinets are planned in each nursery for 
full-term infants, as this is the largest number that 
can be cared for satisfactorily by one nurse. Ex- 
cept in the smallest hospital, at least one separate 
nursery for premature infants is provided, with 
not more than four heated bassinets or incubators 
in a nursery, as four is the largest number of pre- 
mature infants that can be cared for satisfactorily 
by one nurse. 


Each plan includes at least one suspect nursery, 
completely separated from all other nurseries, with 
a minimum of two and a maximum of three 
bassinets. 


In these plans the bassinets are separated by 
partitions, with transparent upper sections, form- 
ing cubicles large enough to permit the nurse to 
give bedside care to each infant conveniently. 
Common bathing and dressing tables are intention- 
ally not provided for in the plans. Instead a com- 
bination bedside table and cabinet is placed next 
to each bassinet, to serve as a work table and for 
storage of a 24-hour supply of equipment for the 
care of the infant. 


A lavatory with hot and cold running water is 
provided in each nursery. Faucets should have el- 
bow, knee, or foot control. 


In order to reduce the traffic into nurseries, and 
thus to lessen the danger of air contamination, a 
Dutch door or a sliding window is placed between 
each full-term nursery and the area where physi- 
cians examine and treat the infants, so that the 
physicians need not enter the nurseries. Observa- 
tion windows are planned for, so that the nurse 
from her station can guard the entrances into the 
nurseries for full-term infants and can see the 
bassinets. A viewing window is also provided be- 
tween each nursery and the corridor, so that vis- 
itors may see the infants without entering the 
nursery. 


The milk room is not shown in the plan. It is 
essential that this be a separate room, used for no 
other purpose. Its situation should be such that 
there will be the most adequate supervision of the 
preparation of the feedings and the least possible 
danger of contamination. 
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Food Rationing for Hospitals 


WILLIAM A. NIELANDER 


turies ago to stir and stimulate man’s aware- 

ness of humanitarian concepts, the care of the 
sick and the injured has assumed an ever larger 
place in individual and public concern. 


S™ the teachings of christianity began cen- 


As the development of urban communities 
brought more and more people together in close 
association, the desirability—indeed, the necessity 
—of providing for the care and treatment of 
diseased persons in buildings set apart for the pur- 
pose became evident. 


This was important not only to the adequate 
treatment of disease, but also to prevent its spread 
to other healthy persons. Prevention, it was dis- 
covered, could be even more important, in the 
larger, social sense, than cure. Thus evolved the 
modern hospital. 


You who represent the hospitals of our country 
are conscious, I am sure, of your tremendously im- 
portant role in wartime. Today, even more than 
peacetime, the physical well being of our coun- 
try’s citizens is a matter of vital concern. The cry- 
ing need is for manpower—manpower to carry out 
the multifarious tasks of war. 


An ailing, half sick man or woman is a 50 per 
cent efficient man or woman. A person confined to 
his bed represents more than a hundred per cent 
loss of individual productiveness. Not only is his 
own immediate usefulness at an end but his proper 
care may demand the full time energy of other 
persons—a member of his family—a friend—a 
nurse—a doctor. 


Under the strain and stress of wartime occupa- 
tions more people get sick, more are hurt, more 
wear out, than under normal conditions. Thus the 
responsibility of the hospital grows in volume and 
in importance. All this is known to you. 


Now I cannot emphasize too strongly that the 
Government recognizes the importance of hospital 
care of the sick. And it can be taken for granted 
that the Government wants to do all that it can to 
safeguard the well being of the hospitals in our 
war economy. Evidence of this desire to cooperate 
—to have the viewpoint of the hospitals reflected 
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in regulations governing their operations—is easy 
to find. 


Before the Office of Price Administration began 
to work on the institutional program—covering, 
among other institutions, the 7000 hospitals in the 
country—it invited the hospitals to send repre- 
sentatives to Washington. There, in an atmosphere 
of mutual helpfulness, a number of meetings were 
held. Viewpoints were frankly expressed—ideas 
freely exchanged. 


We of the OPA were pleased with the healthy 
interest and cooperative spirit that the hospital 
representatives showed. We are doubly pleased to 
be told—as we have been—that many of those 
reprentatives were pleased with OPA’s objectives. 


The Government’s Objectives 


These objectives, to state them briefly, are sim- 
ple and fair: 


First, the Government is determined to establish 
a food rationing plan for institutions that will go 
as far as possible to insure adequacy of food dis- 
tribution, within the limits of our food supply, to 
those whom they serve or who come under their 
care. 


Second, the Government is determined to 
achieve that objective with a plan that is not un- 
duly cumbersome, a plan that does not require 
an excess of record-keeping and report-making, 
and does not unnecessarily inconvenience either 
proprietor, administrator, patron, or patient. 


Third, the Government in rationing scarce food 
commodities will make its rules as simple and easy 
to follow as it is possible to make them. It will 
keep your problems, and the problems of others 
who are affected, in mind as well as its own over- 
all problem of distributing foodstuffs as equitably 
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as possible. In sharing rationed foods among insti- 
tutional users, after our own armed forces and 
their fighting allies have been provided for, it is 
well to remember that FOOD IS AMMUNITION. 


So much, for the time being, about the broad 
objectives of the rationing plan the objectives of 
which, I am glad to repeat, your able representa- 
tives are helping the country to achieve. 


Institutions Divided into Three Groups 


Under the program for distributing rationed 
foods fairly among the various types of commer- 
cial or institutional users, the institutions are 
divided into three groups. 


Group I is composed largely of boarding houses 
—boarding houses that do not feed more than 50 
persons per day. The proprietors of boarding 
houses will get their supplies of rationed foods 
much the same as the householder does. They will 
take the ration books of the people who eat eight 
or more meals a week at the boarding house table 
and use them to get their supplies. This group is 
called the pooled book group. 


Group II is made up of institutions of involun- 
tary confinement, such as jails, prisons, asylums, 
homes for delinquents and—certain hospitals, such 
as for the insane. 


In the cases where hospitals are institutions of 
involuntary confinement, the problem of con- 
trolling the supply of rationed foods is simplified 
by the circumstance that they have a relatively 
stable population, and even more by the fact that 
they generally operate on a food budget per per- 
son. The obvious solution is to give them an allow- 
ance per person for each rationed food, which ap- 
proximates the private consumer’s ration. That 
allowance is the maximum which they can get. 


Institutions of this type cannot be compelled to 
operate on a pooled book basis since many of their 
inmates will not have or will not be entitled to 
ration books. 


At the time of registration, applicants in this 
class declare the number of persons served during 
the month of December 1942. (December 1942 is 
the base month which serves as the standard in 
all institutional user calculations). The Board mul- 
tiplies this figure by the allowance per person. It 
then multiplies the result by two and the figure 
obtained is the first allotment, for the two month 
period beginning March 1, 1943. The same allot- 
ment is granted for the second period. 


Group III is composed of all other institutions 
not covered in Groups I and II. It takes in a wide 
range of commercial eating places, restaurants, 
cafeterias, hotels, refreshment stands, canteens, 
charity establishments, and includes all hospitals 
not included in Group I or II. 
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Figuring Allotment Base 


How will hospitals figure their allotment base? 
To fix the allotment basis, the month of December 
1942, was selected as the standard. This month was 
chosen because it represents conditions prior to the 
start of processed foods rationing and of other 
rationing programs that may follow. The amount 
of food an eating establishment or hospital used in 
December will show, by and large, the amount of 
the consumer demand which it normally satisfies. 


Reducing the Consumer’s Allotment 


While the actual use of a food during December 
can be taken as a basis for fixing the allotment, it 
would not be proper to give an allotment equal 
to the full December use. The average home con- 
sumer gets, under rationing, less than his normal 
supply of a rationed food. All consumers in eating 
establishments as well as consumers in hospitals 
should bear a comparable reduction as home con- 
sumers. 


To accomplish this, the December use is multi- 
plied by a percentage (called a “factor”) that is 
set by the Office of Price Administration for each 
rationed food. That percentage corresponds to the 
reduction that the home consumer bears. However, 
sugar and coffee were rationed in December and 
their December use was already curtailed by ra- 
tioning. Therefore there is, at least for the first 
period, no reduction for sugar and coffee. 


In order to prevent unfairness, a second test is 
also applied in fixing the allotment basis. The 
number of patients served during December is 
multiplied by an allowance per person for the par- 
ticular commodity which approximates the private 
consumer’s ration. The figure reached this way is 
compared with the figure reached on the basis of 
December use. Whichever figure is smaller is taken 
as the allotment basis. In this way, the basis takes 
into account the type of operation and the volume 
of business and, through the “per person” allow- 
ance, aims to make certain that no institutional 
user can get more than a fair share of a scarce 
food. 


The allotment for the first two periods is then 
fixed at two times this allotment basis—since the 
allotment is for a two month period, while the 
basis covers only one month of operation (Decem- 
ber 1942). 


How Increased Allotments Are Given 

The second major problem affecting Group III 
users arises from changes in the volume of their 
business. Allotments for later periods should, of 
course, be based on the experience and the need 
of the applicant and his patrons and patients. 
There are two customary ways of measuring 
changes in the volume of business—change in the 
number of persons served, and change in dollar 
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revenue. Of these, the more important, from the 
point of view of rationing, is the number of per- 
sons served, since that shows how much food is 
needed. Where a combined charge is made for food 
and other service that part of the total charge 
which is for food should be broken down in re- 
porting dollar revenue. 


Therefore, in determining allotments for later 
periods, every applicant in Group III is required 
to show (1) his revenue for the first two of the 
three calendar months before the new allotment 
period, and (2) the number of persons he served 
during those two months. These figures are com- 
pared with his December figures. If they show that 
the average number of persons he served and the 
average dollar revenue both increased, as com- 
pared with December, his allotment is increased. 
However, since his dollar revenue is used as a 
check, for the reasons stated above, only the 
smaller increase is counted—so that if dollar rev- 
enue increased less than persons served, his allot- 
ment is increased only in proportion to the growth 
in his dollar revenue. If, on the other hand, the 
average number of persons he served shows a de- 
crease, as compared with December, his allotment 
is decreased proportionately, regardless of his dol- 
lar revenue. In all other cases, the allotment re- 
mains the same. For example, if the number of 
persons served increased, while dollar revenue 


decreased, the allotment is unchanged, because 
dollar revenue is used as a check against increases, 
as explained before. 


Provisions Made for Adjustments 


There are, of course, certain exceptions, but that 
is the fairest and simplest general rule. In order to 
take care of cases of undue hardship, provision is 
made for adjustments—and establishments of other 
types that do not charge for food are given an 
opportunity to petition for an adjustment when a 
situation which warrants relief exists. 


To take care of special situations which may 
arise, and of cases of serious hardship the order 
contains provisions for granting many types of 
adjustments. 


Institutional Rationing Program Is Flexible 


In fact, the whole idea back of the institutional 
rationing program, is to make it flexible—easy for 
the hospital and all other institutions to follow— 
and elastic enough to take care of both your mini- 
mum requirements and, whenever an emergency 
arises, of any special requirements growing out 
of it. 


Hospitals for example, may obtain additional al- 
lotments to meet the special dietary needs of their 
patients. And, as I have said, if the number of 
patients being received by you suddenly rises, and 
your allotment is not large enough to cover the in- 
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crease, you may get a supplemental allotment. 
- Here is what the regulations will say in regard to 
supplemental allowances for hospitals: 


“(a) An institutional user who operates a 
hospital or other establishment engaged in the 
care and treatment of the sick, may apply for 
a supplemental allotment of rationed foods, if 
needed to meet the dietary requirements of 
the persons living and receiving care there. 
The applications must be made on OPA Form 
R-315, to the Board with which the establish- 
ment is registered. It must contain a statement 
by the physician in charge of the establish- 
ment showing the reason why a supplemental 
allotment is required and the additional 
amounts of rationed foods needed for that 
purpose. 


“(b) The Board shall grant a supplemental 
allotment in the amount which it finds to be 
necessary to meet the dietary requirements of 
the persons living and receiving care in the 
establishment. 


“(c) An institutional user who has received 
a supplemental allotment under this Section 
must report at the end of the allotment period 
in which it was granted, the amount (if any) 
which was not used for such purpose during 
that period. That amount shall be treated as 
excess inventory.” 


And one point more, let me emphasize that the 
purpose of this order is to bring together all rules 
which you will follow in getting supplies of ra- 
tioned foods—those now being rationed and those 
to be rationed in the future. That is why the pro- 
gram is timed to begin on the same date as canned 
foods rationing. You will also note that the date 
—March 1—coincides with the beginning of the 
sugar and coffee allotment periods. In that way, 
hospitals simply register under this new ration 
order—instead of registering under the processed 
foods order and, at the same time, applying for 
sugar and coffee allotments. The information that 
you furnish at the registration will be used to de- 
termine not only your allotments of processed 
foods, but also of sugar and coffee and, to the ex- 
tent possible, of meats and other foods, when they 
are rationed. 


Allotments on a Two-Month Basis 

Allotments for all commodities will be on a two- 
month basis. You may receive subsequent allot- 
ments 15 days before the allotment period begins. 
We believe that this two-week period will provide 
a sufficient time cushion to enable you to secure 
necessary supplies. 

All institutional users in Group III will operate 
on a point basis for processed foods. That means 
that the certificate covering your allotment will be 
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in terms of points and not in pounds. Every institu- 
tional user has the same right as every consumer 
with respect to the spending of these points. OPA 
is not concerned with respect to the type of com- 
modity purchased with the points. I should also like 
to point out that under the new program local War 
Price and Ration Boards will issue single certifi- 
cates for each commodity covering a two-month 
allotment period. 

While institutional users have complete option 
as to whether or not they partake in the ration 
banking program, the fact that local War Price 
and Ration Boards will issue only one certificate 
for each commodity will practically require the 
use of ration banking by institutions in Group III 
where purchases are made from more than one 
supplier. 

Registration 

Registration under General Ration Order No. 5 
will provide that if an institutional operator oper- 
ates more than one establishment he may register 
these establishments in one of two ways; first, he 
may register all establishments on one form at the 
Board for the area where his principal business 
office is located, attaching a list of such establish- 
ments with their addresses, or second, he may 
register each establishment separately at the 
Board for the area where that establishment is 
located. 


This registration will supersede the registering 
unit concept under the sugar and coffee programs. 

Your petients, assuming you are in Group III, 
will not be required to surrender ration stamps 
in order to be served food. Thus, you will not be 
required to keep a record of food stamps, or to use 
them in getting your allotments. However, if your 
patients stay a week and eat eight or more meals a 
week in your hospital, they must surrender their 
books to you and stamps must be deducted by you 
and turned into your Board for the period of their 
stay. (Eleven points a week, and sugar and coffee 
stamps as they expire). 


Summary 


And now—to sum up this outline of OPA ra- 
tioning policy, let me point out a few features be- 
fore we throw this meeting open to your questions. 


The Office of Price Administration has earnestly 
tried to formulate a plan that would be easy to 
follow—would be fair to all—and would be wuni- 
form in the treatment it accords all of you. 


You will file a registration statement only once. 
Subsequent applications will merely require that 
you report the number of patients served and the 
gross dollar revenue derived from the sale of food 
and non-alcoholic beverages. 


American hospitals will continue to have larger 
supplies of foodstuffs than the hospitals of other 
countries. 

Institutional users as a general rule will receive 
the same consideration—no more, no less—than 
private families receive in the equitable distribu- 
tion of rationed supplies. However, hospitals, be- 
cause of the different, compelling nature of their 
service, will be accorded every special considera- 
tion within the limits of possibility. 

Hospitals, under the Institutional Rationing 
Plan, are ranked high among establishments that 
are considered vital to the war effort. 


The rationing plan is flexible. It allows a maxi- 
mum of independence in meeting the particular 
needs of particular operations. It is designed to 
preserve your present methods of meeting your 
food problems—not to imposed an entirely new 
modus operandi upon you. 

The rationing regulations—which you are urged 
loyally to support—are in the interest of Victory 
for the United Nations. 

You yourselves through your representatives, 
have played an important part in drawing them 
up on a basis that is uniform .. . simple. . . not 
unduly burdensome . . . and designed to insure a 
fair share of our new scarce food commodities to 
those whom you serve and to all of America. 





J. Dewey Lutes Appointed Superintendent of 
Suburban Hospital, Bethesda, Maryland 


J. Dewey Lutes, formerly superintendent of the 
Ravenswood and Presbyterian Hospitals of Chi- 
cago, has been appointed superintendent of the 
Suburban Hospital, Bethesda, Maryland, and as- 
sumed his new duties on March 1. The Suburban 
Hospital Association has very wisely agreed to en- 
gage Mr. Lutes to resume the responsibility of 
selecting furnishings and supplies, appoint the per- 
sonnel, and complete all arrangements for the op- 
eration of the institution when its facilities are 
completed about August 15. The Suburban Hos- 
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pital is now under course of construction and when 
completed will be one of the most modern of our 
institutions. It is located on a six-acre plot in the 
residential section of Bethesda, and in addition to 
the hospital building proper the nurses’ residence, 
complete in every detail, will house about sixty 
staff members. The hospital for the present will 
not attempt to operate a training school for nurses. 
The construction of the institution was financed 
with FWA funds under the authority of the Lan- 
ham Act. 
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National War Nursing Program 


ALMA C. HAUPT 


about nursing: one, that nursing service is 

essential on both home and battle fronts in 
wartime; the other, that there is a shortage of 
nurses. 


T= PUBLIC TODAY understands two main facts 


These two facts have been announced over the 
radio, in the press and magazines, and emphasized 
by our Surgeons General, the American Red Cross, 
the professional nursing organizations, medical 
and hospital groups and by various branches of 
the Federal Government. 


Meeting the Shortage of Nurses 


The big question of the day is how to meet the 
shortage of nurses. The answer rests not alone 
with the nursing profession. It plunges us into a 
great cooperative venture with those who repre- 
sent the hospitals of this country, with the med- 
ical profession, and with the lay public. The public 
is concerned from two standpoints, that of con- 
sumer and that of supporter, whether through 
private or tax funds. 


The Government’s Subcommittee on Nursing 
has made a recent estimate of the supply and de- 
mand of nursing. The figures of supply are based 
on the “Survey of Graduate Registered Nurses” 
made by the U. S. Public Health Service in 1941. 
As you know, a resurvey is now being taken so 
that up-to-date figures should be available this 
spring. In addition, we have of course the number 
of nurses graduated since the 1941 survey was 
made. 


It is estimated that there are in round numbers 
some 250,000 graduate registered nurses available 
for service in this country with an additional 
26,000 to be graduated in the spring and fall of 
1943. This does not include the nurses who have 
retired, those who are ill and those who are inac- 
tive because of marriage and family responsibil- 
ities. The exact number of them is not known 
but it is probable they would raise our ranks to 
over 400,000. In terms of what we know we can 
count on, our supply of available nurses by next 
fall is, in round numbers, 275,000. 


We are apt to think that the present shortage 
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of nurses is due chiefly to the demands of the 
military services. That is only partially true for 
both hospital services and industry have at the 
same time stepped up their requirements. 


Increase in Hospital Bed Occupancy 


It is estimated that there was in 1942 over 1941 
a ten per cent increase in the average daily bed 
occupancy of hospitals (exclusive of hospitals for 
care of mental diseases and convalescent homes) 
and it is anticipated that the increase in 1943 over 
1942 will be another ten per cent. The number of 
nurses in industrial health service is not definitely 
known but the rapid expansion of industry leads 
to the conclusion that the number of nurses may 
have jumped from 6000 to 12,000. In addition, we 
must consider the impact of greater earning power 
of the public on demands for nursing service, es- 
pecially private duty nursing. In general, the em- 
ployment of public health nurses has remained 
fairly stationary but it would be short-sighted 
indeed not to anticipate a greatly increased de- 
mand for this type of nursing as we try to catch 
up with the movements of our industrial and mili- 
tary populations and as we look forward to post- 
war planning. 


Our Needs for 1943 


Summarizing, then, our needs for 1948, the 
Army and Navy require 61,000 nurses, of whom 
less than half are now in service. Civilian needs 
covering all types of hospitals, private duty, pub- 
lic health and industrial nursing, require 290,000 
nurses. Military and civilian needs require a total 
of 351,000 nurses. 


The estimates for civilian hospital needs is based 
on the daily average bed occupancy as reported 
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in “Hospital Service in the United States.” The 
ratio of patients per nurse is based. on what is 
known about actual practice today—for general 
hospitals it is 2.57 patients per nurse on a 24 hour 
basis or 7.7 patients per nurse at any one time. 
It must be remembered that this includes all ad- 
ministrative, teaching, supervisory, operating and 
delivery room staffs as well as floor nurses. The 
ratio of patients per nurse for mental hospitals is 
seventy-five to one and for tuberculosis hospitals 
ten to one. In other words, these estimates repre- 
sent not an ideal or in Washington terms “defi- 
ciency” estimate, but actual practice, limited as 
it may be, carried on today. 


The Available Supply 


As said previously, our supply by next fall will 
be 275,000 available nurses. By supplying the mili- 
tary services with their requirements, which I am 
sure we all agree have first priority, we deduct 
61,000 nurses, which leaves 214,000 available 
nurses to match against our estimate of 290,000 
needed for civilian service. In other words, we 
are 76,000 nurses short! 


Suppose we accept the challenge of a shortage 
of 76,000 nurses. This gives us a spring-board for 
action and action is needed now. 


The Three Point Program 


We have a three point program for meeting the 
shortage. First, increase the supply of students; 
second, find and distribute graduate nurses equita- 
bly for maximum war needs; third, use auxiliary 
workers, both paid and volunteer. Let us add to 
these three points a fourth, namely, provision of 
proper working conditions for all of these in terms 
of hours, wages, and living conditions. 


Like the spoke of a wheel, the four points bear 
a direct relation to each other, no one of them can 
assume greater importance than the other. All 
center from the need of the patient and all are 
bound together on the periphery by public opinion 
and support. By visualizing our program in this 
way, we can more easily see that the wheel can 
not run with just one spoke. Nor can the spokes be 
independent of each other. 


Increasing Student Enrollment 


Considerable emphasis has been given to in- 
creasing students in schools of nursing. On July 1, 
1941, the first Federal aid for nursing education, 
a sum of $1,250,000 was made available by Con- 
gress to the U. S. Public Health Service. Later a 
deficiency of $600,000 was allowed. On July 1, 
1942, this was increased to $3,500,000. 


Journal of American Medical Association, March 28, 1942. 
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The number of new students in schools of nurs- 
ing and our future goals, using the fiscal year be- 
ginning July 1 as our base, are as follows: 


1940—38,000 new students 
1941—45,000 new students 


1942—55,000 goal—of which 17,000 must enter in 
February if the goal is to be reached 


1943—65,000 goal 

I will explain the goal for 1943 of 65,000 new 
students. Take a shortage of 76,000 graduate 
nurses, and translate this into the number of stu- 
dents needed. We know that about one-third of 
the students drop out before graduation and that 
on the average a graduate gives 14% times as much 
service as a student. 


To take up the slack of 76,000 graduates, we 
would need 114,000 students, of whom 52,000 will, 
we hope, remain in the schools next fall. That 
means that we would have to admit 77,500 new 
students next fall, if two-thirds of them were to 
stay to make up nursing deficit. After a careful 
consideration of what is a reasonable goal from 
the standpoint of getting students and from the 
standpoint of the ability of the schools to absorb 
large increases, the Subcommittee on Nursing of 
the Health and Medical Committee has gone on 
record as setting a goal of 65,000 new students for 
the year beginning July 1, 1943. 


This falls short by about 20,000 of the number 
of new students actually needed. Here, in turn, 
is some guide to the need for auxiliary workers. 


The National Nursing Council for War Service 


The National Nursing Council for War Service, 
with a committee headed up by Miss Katherine 
Faville, has taken the major responsibility for 
the recruitment of students. There has been the 
closest possible relationship with the Public 
Health Service and its tangible inducements, 
through funds, for encouraging expansion of nurs- 
ing education. The Government’s Subcommittee 
on Nursing has acted as advisor and coordinator 
and has maintained an active public information 
program. In this last connection, it has opened up 
many governmental channels for publicizing the 
nursing story and then left it to the Nursing Coun- 
cil as representing the profession to provide hu- 
man interest and other materials. 


A year ago, we felt rather proud of our success 
in recruitment. Today we are faced with the com- 
petition of the Women’s Auxiliary Services in the 
Armed Forces and with the lure of well paid jobs 
in industry. Competition is the life of trade but 
in this instance, competition demands that we be 
courageous in applying some new methods. At the 
moment, we have to work as hard as we can, just 
to stay in the same place. For this competition 
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affects not only the increase of students but also 
the maintaining of those now in the service. 


Can any one tell why, as reported, the turn- 
over among students is so high? Is it because they 
prefer paid jobs which they know they can get 
elsewhere? Or is it because, with few graduates to 
supervise them and to do general floor duty, they 
are overworked and unequal to the increasing 
loads put upon them? An answer to these two 
questions is of great importance. 


The Victory Student Nurse Corps Plan 


With the realization that our quotas were be- 
coming more difficult to reach, many nurses, doc- 
tors, and hospital administrators began sending in 
suggestions for the remedy. These have gone 
through the mill of committee meetings. The out- 
come is that Paul V. McNutt, as Director of the 
Office of Defense Health and Welfare Services, 
under which the Health and Medical Committee 
operates, has under consideration the Victory Stu- 
dent Nurse Corps Plan, approved by the Health 
and Medical Committee on January 26, 1943. 


This plan attempts to meet the competition in 
two ways, namely, by providing a new appeal and 
by financial rewards. The appeal is in the setting up 
of a distinctive corps with rank, insignia, and pos- 
sibly street uniforms. The financial rewards in- 
clude maintenance, tuition and a modest stipend 
for personal expenditures. The proposal is that the 
Government share with the schools of nursing in 
this cost. 


It is important to mention that the Victory Stu- 
dent Nurse Corps Plan includes provision for the 
acceleration of the basic course to either 24 or 30 
months. This leaves each school of nursing free 
to make such plans for acceleration as fit into its 
local situation. Whereas acceleration presented a 
difficult adjustment at first to nurse educators, the 
swift change in public psychology, in educational 
practices in other fields, and in the course of the 
war, will undoubtedly win many schools of nurs- 
ing over to the fastest and soundest type of accel- 
eration consistent with proper care of patients. 
Where state laws permit, the nurse who has com- 
pleted her theory might be graduated. Then she 
can apply for a full time job in the military or 
appropriate civilian services. If she has omitted 
certain specialties in her accelerated program, 
some plan should be worked out to make up this 
lack when the war is over. 


For those in their senior year who have com- 
pleted their theory, it is proposed to arrange affili- 
ations in Army, Navy, Government and civilian 
hospitals upon the approval of the parent school. 
It is further proposed that these students, known 
as “cadet nurses,” receive a modest stipend and in 
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addition, because of living out, receive from the 
hospitals the difference up to possibly three- 
fourths of the salary of a graduate nurse. 


In these proposals, there is frank admission that 
student nurses serve while they are learning. I 
have already pointed out that their service is equal 
to that of two-thirds of a graduate nurse. 


Letters come pouring in to the War Manpower 
Commission office protesting that many other 
types of students are paid by the Government for 
their educations whereas nurses give service 
while learning, pay a tuition and get no wage. Let 
us once and for all differentiate between nursing 
and education and nursing service to patients. 


For the latter, let us agree that the student nurse 
be paid and come to a conclusion as to whether 
the Government, the hospitals or both should foot 
the bill. 


Distribution of Graduate Nurses 


The second spoke in our wheel for meeting nurs- 
ing shortages is to find every graduate nurse and 
to systematize her distribution so that the right 
nurses in the right number go into the armed 
forces and so that those who remain at home will 
serve where they are most needed and to max- 
imum professional capacity. 


To this end, a nursing unit in the Placement 
Bureau of the War Manpower Commission is in 
the process of formation. Details of the plan are 
not available at this time. However, the first step 
is the finding of all graduate nurses through the 
postal card resurvey now under way by the U. S. 
Public Health Service. Won’t you help by encour- 
aging every nurse you employ or know to fill out 
this easily answered questionnaire? It is urgent 
that these cards be sent back immediately. 


We are proud that in a democracy we operate 
on a voluntary system. The extent to which nurses 
answer the survey will indicate the extent to 
which, in our field, the voluntary system may con- 
tinue to work. 


We get many letters suggesting that the wrong 
nurses are going into military service—those hold- 
ing key civilian positions who feel it their duty 
to answer the call. At the same time there 
are many young nurses in staff or private duty 
work who are more easily replaceable and yet 
hold back because of family ties, personal disin- 
clination, or reluctance of the employer. Many of 
these nurses say they are waiting for Uncle Sam to 
tell them what to do. The National Nursing Coun- 
cil for War Service has provided “Priorities in 
Nursing” as a guide to those in doubt. 


Would it help to set up a National Graduate 
Nurse Corps with insignia and possibly an outdoor 
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uniform to give recognition to those who are ap- 
proved to stay at home, and to encourage those 
nurses who are eligible and non-essential in their 
communities to enroll in the American Red Cross 
for military service? 


Of course this would involve the setting up of 
state and local committees to pass on the qualifi- 
cations of the individual and the essential char- 
acter of her present job. For this, “Priorities in 
Nursing” and “The Distribution of. Nursing for 
War Service” published by the National Nursing 
Council for War Service may be used as guides. 


There are two other broad problems to discuss 
in relation to the graduate nurse. The first is that 
she be brought into the scheme for disaster service 
under the American Red Cross and the Emergency 
Medical Services of the Office of Civilian Defense. 
In our estimates of need, no provision was made 
for the use of nurses in disaster, in events caused 
by possible enemy action, or in epidemics. This 
implies that nurses must be kept mobile—that is, 
in readiness when necessary—to cross state 
borders. 


Supplying Nursing Service for Critical Areas 


In addition, something drastic must be done to 
supply nursing service for critical areas where 
the depletion of doctors in mushroom communities 
makes even greater demand for nursing service. 
It is hoped that this problem can be met in part 
by the development and expansion of local health 
departments with the employment of nurses ap- 
pointed specifically to give bedside care. Where 
such official machinery cannot be set up quickly, 
the American Red Cross and Visiting Nurse Asso- 
ciations are filling in the gap. In many of these 
communities, there are no adequate hospital 
facilities. 


Increasing the Use of Auxiliary Workers 


The third spoke in our wheel is the increased 
use of auxiliary workers. For this we have the 
pioneer work of the American Red Cross to fall 
back on, plus the more recent interest of the 
Office of Civilian Defense. We must not over- 
look the opportunity for all types of less well or- 
ganized volunteer service. Suggestions for such 
volunteer participation are included in “Volun- 
teers in Health, Medical Care and Nursing” which 
can be obtained from the Office of Civilian Defense 
in Washington. 


However, before a hospital or health agency is 
prepared to use auxiliary workers or volunteers, 
it is necessary to make a critical analysis of jobs 
done by professional workers to see what duties 
can be delegated safely to the less well trained. I 
make a plea that those hospitals and agencies 
which have not made such studies and allocations 
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of functions do so immediately. Reports have come 
to me from friends who have been recent patients 
in private hospitals that graduate nurses are still 
serving trays, filling water glasses and cutting 
flowers. How can we meet critical nursing short- 
ages if such waste of nurse power exists? 


In concluding this brief discussion of nursing 
auxiliaries, I should again like to raise a question. 
You will remember our goal of 65,000 student 
nurses for the fiscal year 1943, is set up against 
a need for 76,000 graduate nurses. Hence, we know 
even if we reach the goal of 65,000, there will be 
left 20,000 student vacancies unfilled. Should we 
try to meet this deficit by recruiting an additional 
number of auxiliaries and should this number be 
at least 40,000? 


There has been much discussion in Washington 
as to whether or not it was necessary to set up a 
Federal program with Government funds for the 
recruitment and training of auxiliaries. Hospital 
administrators who have been consulted advise 
that the problem is not one of recruitment and 
training but rather one of finding the necessary 
funds for competing with salaries paid in war in- 
dustries. Hence it has been suggested that the 
matter can better be handled by the individual 
hospitals than by a Government program with 
Government funds. 


Good Working Conditions for Students, Graduates 
and Auxiliaries 


Finally, we come to the fourth spoke in the 
wheel, that of good working conditions for stu- 
dents, graduates, and auxiliaries. Civilian hospitals 
are now up against a new type of competition for 
the Army and Navy pay bill provides nurses with 
$150 a month. For some time, the Civil Service 
Commission has paid junior nurses $1620 a year 
and staff nurses $1800. Government salaries for 
nursing are thereby setting a precedent for the 
private hospitals to consider as one factor in at- 
tracting and maintaining staff. Is it too much to 
expect that the private hospitals establish $1620 
as a beginning salary for general staff nursing? 
If this were done, I venture to guess that many 
nurses would apply to the hospitals for positions. 


Hours of work, incentives for advancement, pro- 
vision for sickness and old age retirement, oppor- 
tunities for recreation, appropriate living quarters 
and good food are some of the other requirements 
of good personnel policies. Certainly the hospitals 
which offer these advantages recruit and retain 
their nurses more easily than those which do not. 
Therefore it pays in the long run. 


Just one word about housing. Emphasis is being 
placed on letting faculty and senior students live 
out in the community. I believe that will have 
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salutory and far reaching effects on the future of 
nursing. What we need increasingly is the com- 
munity viewpoint in regard to nursing. We need 
to see the patient in relation to his family and his 
environment. But try as we may to develop that 
point of view, residence in dormitories seems to 
have blinded many of our best and most promis- 
ing faculty and students. The housing shortage 
may be a blessing in disguise, for living in the 
community will undoubtedly give nurses a change 
in scenery, get them away from rehearsing the 
day’s professional events, and broaden their inter- 
est in community activities. 


Improving the Small Schools of Nursing 


I have said that the four spokes of our wheel 
are held together by a rim of public opinion and 
public support. There has never been such an op- 
portunity for the public to speak for nursing and 
to hear about it. Let us take advantage of this 
opportunity to correct some of our deficiencies. I 
refer chiefly to the need for improving our small 
schools of nursing. There is a preponderance of 
them in the Southern States and they are scattered 
throughout other parts of the country as well. 
Many of these schools do not produce graduates 
meeting the requirements of the Army and Navy. 
Two remedies are possible, one to help these 


schools to make such affiliations that they will 
qualify. The National Nursing Council for War 
Service, 1790 Broadway, New York, through the 
generosity of the Kellogg Foundation, is setting 
up an educational unit to advise on this problem 
and on methods of acceleration. The other means 
of helping these graduates is to provide them with 
necessary supplementary education probably 
through scholarships. 


In conclusion, I would say that the periphery 
of public opinion is becoming stronger every day. 
That, in turn, should help us to strengthen our 
four spokes—increase in students, the finding and 
proper distribution of graduates, more and better 
use of auxiliaries, and improved working condi- 
tions for all. 


We are in the midst of a tremendously complex 
problem in meeting war nursing shortages. Pro- 
fessional relations, economics, incidence of illness, 
physical equipment, transportation, housing, ra- 
tioning and manpower—all play a part. 


It is only as the nursing profession may count 
on the understanding and assistance of its medical 
and hospital colleagues and the lay public, that 
the wheel will turn toward the satisfactory adjust- 
ment of nursing to the needs of this war, both at 
home and abroad. 
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TEXAS CONFERENCE OF THE CATHOLIC HOSPITAL ASSOCIATION 
OF THE UNITED STATES AND CANADA 





Delegates to the second annual meeting of the Texas Conference of the Catholic Hospital Association of the United 
States and Canada, held in Fort Worth, February 17, in conjuction with the Texas Hospital Association. Outstanding 
in this very successful meeting was a talk on “Acceleration of the Educational Program for Schools of Nursing” by 
Jane E. Taylor, associate nursing-education consultant, Federal Securing Agency, U.S. Public Health Service; a panel 
discussion covering administrative and departmental practices in the hospital by several Sisters; and a Round-Table 
on “Group Hospital Service” by W. R. McBee of Dallas. New officers of the Conference for 1943: President, Sister M. 
Evangeline, St. Joseph’s Infirmary, Houston; Vice-President, Sister Mary of Jesus, St. Anthony’s Hospital, Amarillo; 
Secretary-Treasurer, Sister Alberta, Providence Hospital, Waco. 
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Educating Nurses in the Specialties 


SISTER M. BERENICE 


be limited to the institutional nurse, since she 
is the person in whom the hospital adminis- 
trator is primarily interested. 


Te discussion of specialization in nursing will 


“Specialist” and “expert” are used synonymously 
to some extent—an eloquent plea for specializa- 
tion, yet implying that if specialization does not 
lead to expertness, it is wasted time and effort. 
Given sufficient intelligence, interest, a definite 
goal and concentrated effort on our part, we be- 
come specialists or experts through a combination 
of education and experience. The clearer the goal 
and the plan leading to it, the greater the interest, 
the more concerted the effort, the better the edu- 
cation and the experience, the more quickly will 
specialization lead to expertness, provided of 
course the individual has the innate ability to be- 
come an expert; if she has not, she can at least 
become a specialist in the sense that she has ex- 
tensive knowledge and experience in a special 
field. 


The Graduate Nurse as a Specialist 


A capable nurse can become a high class expert 
in any field of institutional nursing by doing the 
job as well as she knows how, at the same time 
learning, through reading, study, investigation, and 
experimentation, more and more about both the 
ordinary and the extraordinary types of diseased 
patients who fall to her lot to nurse. In other 
words, if she makes her own all that is known on 
the subject, puts it into practice more and more 
efficiently, and learns through the opportunities 
which present themselves so that eventually she 
may add to the sum total of knowledge and skill 
already available, she makes herself an expert. 
Our first specialists in nursing must necessarily 
have become experts in this fashion. 


This is the manner in which the graduate staff 
nurse may and sometimes does become an expert 
as well as a specialist. The hospital can assist her 
in this effort by giving her the opportunity to work 
in the department in which she shows most inter- 
est and ability, by permitting her to remain, if pos- 
sible, in that department, over an extended period 
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of time, by providing good supervision and, if con- 
ditions permit, a staff education program which 
gives opportunity and incentive for constant study 
and investigation while on the job. 


Some nurses never become experts in this way 
because they lack the love of good workmanship, 
the clear-sighted goal and the self-discipline neces- 
sary; having been spoon-fed all their lives, the idea 
of gaining something through self-activity simply 
does not occur to them and often cannot be im- 
planted, even with patient reiteration and explana- 
tion. Mere repetition is no guarantee of superiority; 
repetition must be motivated as well as careful and 
thoughtful enough to. lead to definite improvement. 


The Recognition of the Nurse as a Specialist 


Even if a nurse becomes an expert in this man- 
ner—a self-made expert, as it were—she must be 
exceptionally good in order to receive special 
recognition outside of her own institution, because 
in our present system of education, besides setting 
up ends, we are tending more and more to set up 
means of attaining these ends and requiring that 
these means be used. They are not a guarantee 
that the desired end will be attained, but they are 
easily set up and it is easy to ascertain whether 
they have been used. Whether the goal has actually 
been attained is another matter, not so easily de- 
termined. If the nurse were as simple a commodity 
as a particular kind of wheat, for example, and 
could be put through a process as definite as is that 
of the mill which grinds the wheat, we could say 
definitely the desired product had been produced. 
Since nurses are not assortable and classifiable in 
the same definite manner as wheat, and the milling 
process, which depends upon human nature, is 
equally indefinite, we cannot guarantee to grind 
all to the same degree of fineness. 
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The Graduate Nurse as an Expert 


To become a recognized expert, the usual recom- 
mendation (and often requirement) is a post- 
graduate course, preceded by a good course as a 
student nurse and some experience as a graduate 
in the chosen field. This type of course is, at best, 
a short cut compared to the self-educational 
method described. At worst, it may be simply ex- 
perience in a not too good institution with none 
too high standards. If it is given in an institution 
with high standards of service, if the nurse is 
given selected cases and her work is carefully su- 
pervised and if she is obliged to supplement her 
supervised practice with theory, either in the form 
of systematized courses or planned reading and 
study, she should get a great deal from the post- 
graduate course. 


However, the term “postgraduate course” does 
not convey a uniform idea of either the quality 
or the quantity of the work the nurse will receive. 
Courses may vary in length from about three to 
twelve months. They may be merely refresher 
courses (that is on the level of the undergraduate 
affiliate course, but offered to graduate nurses who 
need to be brought up to date in their nursing) ; 
they may be supplementary courses (on the same 
level as the refresher course, but offered to grad- 
uates to make up for deficiencies in their basic 
nursing course) ; or they may be strictly advanced 
courses which, in addition to offering advanced 
specialized nursing, also offer the theory and prac- 
tice of ward administration, supervision, and 
teaching. 


The nurse who is not fundamentally a good 
nurse with a broad foundation of nursing knowl- 
edge will never, of course, become an expert, no 
matter how long nor in what manner she special- 
izes unless somewhere along the line she becomes 
that fundamentally good nurse. The nurse who is 
an expert gets the patient well (under the doc- 
tor’s direction, of course) as quickly, as comfort- 
ably, and as completely as possible. She treats the 
whole person, not merely his disease, and she not 
only helps him to get well expeditiously, but she 
teaches him whatever she as a nurse can teach him 
regarding the health and preventive measures 
necessary to avoid a return of his malady. If he 
will never regain his health, she helps him to build 
up the attitude and gives the knowledge which 
will assist him to make the best of his condition 
and of his life. Few of us fully measure up to this 
standard; nevertheless, it is the ideal for which 
we must strive. 


The Limitations of Nurse Specialization 


Specialization may be narrow, or comparatively 
broad; that is, one may be a “surgical nurse” spe- 
cializing in the care of surgical patients of all 
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types; or one may specialize in orthopedics only; 
or in gynecology. A nurse may specialize in ob- 


stetrical nursing; or she may concentrate only © 


upon the delivery room and become an expert in 
that field. Ordinarily, the narrower the field, the 
more expert one is supposed to become. Mechan- 
ical efficiency and skills should be definitely in- 
creased by narrow limitation; whether intelligent 
application of nursing knowledge is thereby in- 
creased, is another question. The type of efficiency 
desired in the nurse should help to determine the 
limitations of the specialty. The nurse in charge of 
the delivery room, by confining her services to that 
field entirely, may become a valuable expert in 
the course of time, a great asset to the institution 
and highly prized by the obstetrical staff. So, too, 
may the nurse in the operating room who is lim- 
ited constantly to one field of surgery, such as 
neurological surgery, or to one type of service, 
such as the handling of sterile sutures and ma- 
terials for a particular group of doctors. On the 
other hand, the nurse who does bedside nursing 
may be all the better if her field includes a some- 
what broader area, because merely technical skill 
and knowledge is less important than a thorough 
understanding and highly intelligent application 
of nursing principles. 


The smaller the hospital, the less opportunity — 


there is for narrow specialization; if the hospital 
is very small and the services largely non- 
segregated, there is little opportunity to develop 
the specialized nurse. Sometimes the highly spe- 
cialized nurse, trained for her specialty in a very 
large institution and limited to a very specific 
field, may find herself handicapped, at least for a 
time, when she transfers to the small institution. 


The Value of a Postgraduate Course in Nursing 


Thus far our discussion has been largely confined 
to the graduate staff nurse. Too often we think of 
this type of service as not requiring advanced 
preparation, yet this nurse is the one who actually 
gives service, and from whose ministrations the 
patient directly benefits. No nurse is too good a 
nurse to serve the patient directly; if she leaves 
the bedside or the institution for some other type 
of nursing, certainly it should not be because she 
is too good for bedside nursing. Unfortunately, 
salary scales tend to make the nurse feel that bed- 
side nursing lies within the lowest bracket of 
nursing, and no amount of talking will convince her 
otherwise because money always speaks louder than 
words! Few staff nurses can be expected to invest 
in the cost of a postgraduate course in their fields 
unless the salary becomes such as to remunerate 
them for the outlay of time and money. The post- 
graduate course is particularly valuable for the 
nurse who has graduated from a small school with 
a limited amount of clinical material, or for the 
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nurse whose experience has been restricted to one 
institution, not too large. 


To the prospective head nurse and supervisor, 
however, the postgraduate course is frequently 
required in addition to or in lieu of extensive ex- 
perience in her chosen field. Undoubtedly both 
should be skilled in their specialty if they expect 
to give expert supervision. Graduate staff nurses 
have a right to good supervision and patients a 
right to good service. If the hospital conducts a 
school, in addition to these obligations there is a 
third obligation—that of giving the student nurse 
in the department careful guidance, supervision, 
and instruction. A student who receives practice 
in a department which is well conducted learns 
a great deal from the good example before her; 
the patients she is to nurse must be selected with 
her educational needs in view; frequently the ward 
teaching program depends upon the head nurse, 
the supervisor, or both jointly. Therefore, besides 
being a specialist, the head nurse is expected to 
have had some preparation in administration, 
teaching, and general education beyond her nurs- 
ing course; the supervisor is expected to have a 
degree and in the best schools, is placed on the 
same level as the classroom instructor. Who is a 
more important instructor of the student nurse 
than the person under whose guidance she learns 
nursing by nursing? 


The Obstacles to Nurse Specialization 


We may agree that specialization in nursing 
would be advantageous for all nurses in the hos- 
pital but from the practical angle, there are nu- 
merous obstacles. It is not always easy for the hos- 
pital to retain the same staff nurses in the same 
departments over long periods of time, especially 
if it conducts a school and the students must rotate 
regularly from one department to another, the staff 
nurse being transferred when necessary to adjust 
the service schedule. Graduate staff nurses are fre- 
quently transient, going lightly from one institu- 
tion to another, or from one type of nursing to 
another. Nurses sometimes tire of one kind of 
nursing after having done it for a period of time, 


and ask for a change; it is not always easy to con- 
vince them they ought to remain in the service in 
which they are most useful to the institution. Bet- 
ter salaries lure them out of one service into an- 
other of quite different type. Marriage takes a cer- 
tain number out of the field entirely; some con- 
tinue in nursing, but they are apt to select the 
type which happens to fit best into their altered 
plan of life rather than the field in which they 
are most proficient. Even when nurses continue 
in the same service, they sometimes fall into a 
monotonous rut of repetition, so narcotic in its ef- 
fect that more and more experience makes them 
less and less efficient. Incentives must be sup- 
plied and efficiency rewarded if we hope to avoid 
this. Witness what not infrequently happens in 
certain civil service positions where perfect se- 
curity as to tenure and salary so frequently lead 
to profound stagnation! 


To summarize, let us say that specialization is 
by all means desirable; it is desirable for all insti- 
tutional nurses, but if selection must be made, then 
certainly the head nurse and the supervisor must 
be specialists. By what means specialization is at- 
tained is comparatively unimportant provided sat- 
isfactory results are obtained; but, ordinarily, it is 
recommended that the nurse have a good intro- 
duction to her specialty during her basic nursing 
course; that she have experience in it after grad- 
uation—two or more years—in a fairly large insti- 
tution of high standards with a variety of clinical 
material; that, if her experience be less than this, 
it be supplemented by a good postgraduate course 
on an advanced level; that she have both general 
and special preparation for her work as adminis- 
trator, supervisor, and clinical instructor; and that, 
in the case of the supervisor, a degree in nursing 
education be required. It is only in this way that 
we can hope to give patients the best type of 
nursing care and student nurses the best type of 
nursing education. It is needless to add that war- 
time is a bad time for making ideals a reality, but 
we must hold on to our ideals and do the best we 
can to reach them, even in times of difficulty. 





Coming 


April 8-9—Kentucky Hospital Association, Louis- 
ville 

April 14-16—Hospital Association of Pennsylva- 
nia, Philadelphia 

April 26-27—Iowa Hospital Association 

April 27-29—Ohio Hospital Association, Columbus 

April 30—Washington State Hospital Association, 
Everett 

May 5-7—Tri-State Hospital Assembly, Palmer 
House, Chicago 
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Meetings 


May 3-4— Carolinas - Virginias Hospital Confer- 
ence, Roanoke, Virginia 

May 10—Mississippi State Hospital Association, 
Jackson . 

May 16-18—Minnesota Hospital Association, Min- 
neapolis 

May 26-28—New York and New Jersey Hospital 
Associations, New York City 











Volunteer Personnel Services in Hospitals 


M. H. EICHENLAUB 


is not new, but this present world war has 

prompted and opened the way as never before 
for increasing the number and the activities of 
these workers. We have now reached a point in 
our war effort where not only the women, stu- 
dents, and youth groups are freely donating 
time and service to the hospitals of their com- 
munity, but we learn that, after hours, business 
men are assisting hospital personnel with their 
chores. This is news indeed, since not many men 
—even kindly and considerate ones—have been 
willing in the past to assume such duties. 


Ts use of volunteer workers in the hospitals 


Selecting, Training and Supervising the Volunteer 


The hospitals are seeking volunteers who have 
time and will serve with regularity and depend- 
ability. This means that the volunteers must be 
carefully selected, trained and supervised by the 
voluntary organization and/or the hospital. Other- 
wise, a volunteer or group of lay workers in the 
hospital can and probably will do more harm than 
good, in their inexperience and lack of comprehen- 
sion of their duties—no matter how well inten- 
tioned they may be. 


The Agencies Rendering Valuable Hospital Service 


We are all more or less familiar with women’s 
auxiliaries and the many and valued services they 
render the hospitals. We know of the volunteer 
groups of the American Red Cross, such as the 
Gray Ladies, those wearing blue or yellow veils, 
the Motor Corps, Canteen Workers, and recently, 
the Nurses’ Aide Corps. The Junior League, 
the Health and Hospital Services of the U. S. Office 
of Civilian Defense, and the American Women’s 
Voluntary Services which has been organized on 
a national scale, to include hospital activities 
among many others. Independent groups of aides 
have been formed and trained by individual hos- 
pitals for an ever increasing list of nonprofessional 
duties. In other words, it looks as though the peo- 
ple themselves have now undertaken a generous 
portion of “laborious tasks” in assisting their hos- 
pitals to render to the sick and injured what might 
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be termed a “war concept” of adequate hospital 
care. 


West Penn Hospital has had the sustained benefit 
of auxiliaries since 1894, when the West Penn 
Hospital Cot Club was originated by four young 
ladies in their teens, who first undertook the finan- 
cial support of a cot on a ward at a cost of $50. 
per year. Their perseverance and growth in mem- 
bership led to the establishment and support of 
a Children’s Department in 1901, and the Cot Club 
has continuously kept pace and helped with the 
development of this Department ever since. Be- 
sides this activity, the members have given of 
their time and means through the years of expan- 
sion and many difficult periods in the hospital’s 
life—when.the loyalty and devotion of friends and 
supporters were most beneficial to the institution. 


The Women’s Committee 


The Women’s Committee was organized some 
thirty years ago by a group of prominent women 
as an instrumentality of special services and finan- 
cial support within the hospital, the primary ob- 
jective being the creation of a social service de- 
partment. Its members not only succeeded, but 
have continued to finance the activities of this de- 
partment down to the present time. 


The Junior Committee 


The Junior Committee, comprised of seventy- 
five young women, was formed twelve years ago to 
afford chiefly a voluntary service for hostess and 
messenger service, a patients’ library, and for sec- 
retaries to the dispensary staff of physicians and 
surgeons. Gradually, the Junior Committee as- 
sumed greater financial responsibility, lending its 
aid to the Women’s Committee in assuming part 
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of the financial support of social service activities. 
About two years ago the two committees jointly 
established a gift shop and luncheonette on the 
first floor of the hospital, which is attended en- 
tirely by volunteers, with the exception of three 
salaried employees—the manager and two wait- 
resses. The net proceeds from the Hospitality Shop, 
as it is known, are applied to the budget of the 
social service department. 


The Three Auxiliaries 


It was the membership of these three auxiliaries 
that supplied a considerable portion of the volun- 
teer personnel with which the hospital cared for 
four hundred and seventy-six patients during the 
first two weeks of a four-month strike from April 
18 to August 20, 1941, when the State, County and 
Municipal Workers of America, an affiliate of the 
C.1.0., called out on strike three hundred and 
thirty-seven of the institution’s three hundred and 
seventy-eight service employees. In addition, the 
hospital received untold aid from its medical, nurs- 
ing, dietary and clerical staffs, as well as from 
many outside sources, which we shall not list 
herein, but to whom we shall be everlastingly 
grateful. 


In the established procedures to cover catas- 
trophe, as maintained by the hospital under Ci- 
vilian Defense, all of these auxiliaries are assigned 
to positions of individual responsibility, along with 
the medical and nursing staffs and regular per- 
sonnel. The Boy Scouts also have an outstanding 





part to play in this connection, should sabotage 
or attack by the enemy be visited upon Pittsburgh 
and the surrounding territory. 


The American Women’s Voluntary Services 


The American Women’s Voluntary Services have 
undertaken supervised control of visiting in the 
hospital, and the volunteers are stationed at ap- 
propriate locations throughout the institution to 
maintain such control. They are on duty through 
both the afternoon and evening periods of visiting, 
including Sundays and holidays. All told, there are 
some twenty members a day engaged in this work. 
The system is not yet perfected, but it is rapidly 
becoming so; and we have high hopes that with 
the help of these volunteers, the hospital will soon 
be able to equitably enforce the restricted visiting 
rules which have within recent months been 
adopted by our local hospitals. Later, the A.W.V.S. 
expects to undertake many and various duties, but 
just now the control of visitors is engaging all 
their attention. 


It is not necessary to enumerate in detail the 
responsibilities and duties carried on by these sev- 
eral classes of auxiliary and volunteer workers. 
Under proper direction and supervision lay volun- 
teers can assist us in practically all but the profes- 
sional services of the hospital. What volunteers can 
and will do in each institution will no doubt vary, 
depending upon many circumstances—and the 
ability of their leaders and hospital management 
to integrate them into existing services. 
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Course in Community Health Service 


A course in community health service is being 
given for the first time this semester in twenty- 
eight high schools throughout Michigan. The 
course is carried on in local schools as a project 
of the Department of Public Instruction, Mich- 
igan Department of Health, and the State Board 
of Control for Vocational Education. It is designed 
for senior girls and provides for observation and 
training in all local health agencies, including 
hospitals. The aim is to familiarize students with 
community agencies and their services, as well as 
to provide a knowledge of positive health and a 
desire to promote practices which will function 
in safeguarding health. It is hoped that pleasant 
hospital experiences may influence some students 
to choose nursing as a profession. There are sep- 
arate units within the course on individual health, 
home influences on health, care of sick in the 
home, family health, school health, community 
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health, your contribution to community health, 
and nursing as a profession. 


The course is being taught by high school teach- 
ers who have a genuine interest in the class work. 
They are provided with suggested outlines and 
reference materials, the help of a qualified local 
nurse consultant, and the opportunity to attend 
conferences for discussion of problems and ex- 
change of ideas. 


Miriam Kangas, Home Economics Teacher, B.S. 
Battle Creek College, Battle Creek, Michigan, 
serves as Curriculum Materials Consultant and 
Mrs. Genevieve R. Soller, Illinois Training School 
for Nurses, Cook County Hospital, Chicago, B.S. 
and MLS. in P.H., University of Michigan, serves 
on the staff of the Department of Public Instruc- 
tion to coordinate this program throughout the 
state. Funds for the promotion of the project are 
granted by the W. K. Kellogg Foundation. 
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Civilian Nursing Service in Wartime 


EMILIE G. ROBSON 


E have been told by Surgeon General 
WY ten Parran that the shortage of 

nurses and doctors may soon be the na- 
tion’s second most serious war problem. 


In July it was estimated that by the end of 1942 
some 22,000 more nurses would be needed by 
civilian hospitals and public health nursing serv- 
ices in this country. This estimate did not include 
the needs of rural areas and new boom towns 
where now there may be neither doctors, nurses 
nor hospital beds within a range of many miles. 
Moreover, the mobility of the vast influx of people 
in the increasing number of new industrial and 
military districts calls for additional nurses to 
protect these communities against epidemics, and 
health and industrial hazards. Too, more nurses 
are in demand to meet the needs of workers in the 
defense plants themselves. The British have set 
the standard of a full time physician and nurse in 
every industry employing more than 500 persons. 
We have not been able to do this in many in- 
dustries employing thousands. 


The demand grows greater on the home front 
as the supply grows less. How can the increasing 
nursing needs of the home front be met as the 
available supply of nurses diminishes? 


Meeting Nursing Needs on the Home Front 


Efforts to meet this grave problem have de- 
veloped in several ways. Most important and far- 
reaching are the activities resulting from the 
collaboration of the Federal Government and the 
organized nursing profession, through the Sub- 
committee on Nursing of the Health and Medical 
Committee, operating under the Health and Wel- 
fare Services of the Office of Defense, and the 
National Nursing Council for War Service. This 
Subcommittee is comprised of the five national 
professional nursing organizations and the Amer- 
ican Red Cross Nursing Service. 


The objectives of the Subcommittee’s nation- 
wide program to increase the supply and to make 
better use of available nurses are, of course, 
equally applicable to war and civilian demands. 


In developing this program, post-war recon- 
struction needs are being considered as are also 
immediate problems. Long-term objectives are 
kept in view, such as attracting well qualified 
young women into the profession, raising the 
standards of schools of nursing, and improving 
economic and other conditions which will bring 
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about a more effective control of nursing edu- 
cation. 


Governmental Measures 


Governmental measures have been enacted to 
relieve the shortage through a program of Federal 
Aid for the purpose of increasing the supply of 
nurses. This was initiated in July 1941 when Con- 
gress made an appropriation of $1,250,000; this 
amount to be used by schools of nursing complying 
with governmental requirements desiring to ex- 
pand their student enrollment and, also, to be used 
to finance postgraduate and refresher courses for 
graduate nurses. 


Never in the history of nursing have there been 
as many scholarships and loan funds to promote 
nursing education as are available today. Oppor- 
tunities are available not only for student nurse 
education but also for graduate work both in hos- 
pitals and collegiate schools of nursing. 


A second appropriation of $3,500,000 has recently 
been made by Congress for the current year. A 
portion of this amount is to be used for scholar- 
ships, with the objective in mind that no qualified 
young woman be barred from entering a school 
of nursing because of lack of funds. 


Schools of nursing have been asked to admit 
55,000 students during the current school year. 
This is an increase of 10,000 over last year’s total 
admission. Therefore, recruitment of students has 
been an especially important activity during re- 
cent months. Publicity through the medium of the 
radio, newspapers and magazines has been far- 
reaching, as has been the effectiveness of speakers 
who have been furnished to high schools and col- 
leges. Many schools of nursing have held “open- 
house,” teas, and other social functions for high 
school and college girls interested in learning more 
about life in such a school. 


While no figures have yet been published, it is 
believed that there has been a favorable increase 
in the number of students admitted to schools of 
nursing and the majority of schools are planning 
for capacity classes in the spring. 


From the results of the national survey of grad- 
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uate nurses, with which survey you are familiar, 
it was learned that of the 300,000 registered nurses 
who returned questionnaires, only 24 were en- 
gaged in their profession. To date, a large number 
of the remaining third have responded most gen- 
erously in this emergency and are. now back in 
harness. Many of those recently returned to active 
duty have increased their usefulness by availing 
themselves of refresher courses and postgraduate 
training being offered in hospitals all over the 
country. 


The whole-hearted cooperation of every nurse, 
physician and hospital administrator is necessary 
to use more effectively private duty nurse power. 
Some hospitals are developing group hospital nurs- 
ing units whereby one nurse serves several pa- 
tients. The public must be educated to use private 
duty nurses only when absolutely necessary. 


Federal funds have also been made available to 
the U. S. Public Health Service to provide a limit- 
ed supply of public health nurses for work in rural 
areas close to military cantonments where health 
facilities are lacking. This is another important 
civilian need for which there is an inadequate 
supply of nurses. 


The Program to Provide Volunteer Nurse Aides 


A program to provide volunteer nurse aides to 
assist graduate nurse staffs of civilian hospitals 
and health agencies has developed under the 
American Red Cross Nursing Service. To date, 
approximately 37,000 patriotic women throughout 
the United States have taken the course of training 
and are now giving volunteer service in varying 
amounts. 


Volunteer nurse aides work hard for the privi- 
lege of giving service. Under the direction of 
graduate nurse instructors they take an intensive 
80 hour training course in which is included 45 
hours of supervised practice on hospital wards. 
Hospitals were somewhat skeptical at first as to 
how such volunteers would fit in and how much 
assistance they could really give. The results thus 
far have been most encouraging. 


Aides are to be found in hospitals both in large 
cities and small communities, in clinics, schools, 
public health agencies, and in blood donor centers. 
The proof of the needs they are filling is indicated 
by the fact that the supply does not fill the 
demand. 


Other Types of Auxiliary Aides and Attendants 


Besides nurse aides, various other types of 
auxilary aides and attendants are to be found in 
our hospitals and health agencies. It is to these 
volunteer groups we must more and more turn for 
assistance in supplementing local nursing re- 
sources, 
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Because of the urgent need, and owing to the 
success of the American Red Cross Nurse Aide 
program, a national plan is afoot to enlist and train 
more women to relieve the critical shortage of 
nurses in hospitals. This plan is, we understand, 
to be outlined at the War Conference of American 
and Canadian Hospitals which is being held in St. 
Louis this week. It might be pertinent to remind 
this group of the meeting to be held here in the 
auditorium at 8 o’clock tonight on “Volunteer 
Power.” 


Red Cross Home Nursing classes are developing 
and expanding constantly. These classes demand 
graduate nurse instructors. Every nurse should 
aim to qualify herself to teach and volunteer her 
services to conduct at least one of these classes 
currently throughout this emergency period. 
Nurses who are homemakers and those who can 
give only part time are answering the call to meet 
this need and are making a valuable contribution 
toward civilian defense. 


Nurses in their local communities should feel 
a responsibility for seeing to it that every home- 
maker and mother learns how to take care of her 
children and other members of her household. 
Leadership, intelligence and neighborliness in each 
community will aid in meeting the dangers of 
disease and epidemic. Such preparation is equally 
urgent as is the preparation against air raids and 
bombs. The homemaker with her Red Cross home- 
nursing certificate should herself be a potential 
health leader in her neighborhood. 


Professional nurse power must be conserved to 
meet not only these needs but still others which 
will increase with the war effort. 


The graduate nurse is on the spot. To her the 
nation is looking for leadership to produce, main- 
tain, and protect the civilian nurse power. 


It is she who must evaluate the importance of 
every nursing task. Her practical cooperation with 
the war program, her adjustability, her flexibility 
will be constantly challenged by the effort she 
expends and the success she acquires in sharing 
her duties with nonprofessional workers. Every 
nursing procedure must be evaluated. To the non- 
professional assistant should be allocated such 
duties as she can perform with safety. 


Three Ways Suggested for Meeting the Nursing 
Needs on the Home Front 


Three ways in which the nursing needs of the 
home front may be assisted suggest themselves as 
being of considerable importance: 


Every graduate nurse serve where she is 
most needed. 


Every hospital and other organization utiliz- 
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ing graduate nurses endeavor to subsidize this 
service with non-professional workers. 


Every graduate nurse through her local 
nursing organization cooperate in promoting a 
well organized active nursing council which 








cooperates efficiently with the state and Na- 
tional Nursing Council for War Service. 

Only through such local cooperation can chan- 
nels be made effective for the distribution and best 
use of the graduate nurse power throughout the 
United States for both military and civilian needs. 
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Cost of Hospital Care 


The Question: Why Is Hospital Care Expensive? 


One often hears this asked but seldom hears a 
correct answer. Many people, lacking any other 
means of comparison, casually regard hotel and 
hospital expenses as comparable. Their difficulty 
in reconciling the difference in daily charges is 
due to this false assumption of a similarity be- 
tween hotel and hospital expenses. Since this is 
a common error, our answer will be directed to 
that phase of the question. 


The Answer: Is Apparent in the Above Chart. 


Two thirds of all the money spent by this hos- 
pital is required for the operation of the profes- 
sional departments and services. Only one third 
of our total expense is incurred by the nonprofes- 
sional departments which are the only services 
common to both hospitals and hotels. 


The average charge made to all our private and 
semi-private patients during the past year was 
$8.20 per day. Since two thirds of our expenses 
were for professional services, (not provided in 
hotels), it follows that one third of $8.20 or $2.37, 
was the average amount charged to patients for 
the nonprofessional services, the only services 
which the hotel guest receives for his daily room 
charge. 


The chart shown may be summarized in this 
manner: 


Professional Functions Nonprofessional Functions 


Per Cent Per Cent 
i Cl ac ri 29.7 Housekeeping ............ 21.6 
CT ) 16.0 Administrative .......... 10.6 
BDIOUANY 5.ccccncscsceceassonsee 22.1 a 
-— 32:2 
67.8 


It may be of further interest to note the extent 
and variety of the services included under each 
of the headings listed above. 


Professional Functions 


Medical—Resident physicians, x-ray, laboratory, 
operating room, pharmacy, physiotherapy, ambu- 
lance, heart study, metabolism, medical record 
library, social service, delivery room, etc. 


Nursing—The 16 per cent shown above for nurs- 
ing includes only salaries and wages of nurses, 
ward helpers, orderlies, and other employees of 


38 








HOUSEKEEPING 


-DMINISTRATIVE 





the nursing department. All nursing supplies are 
included in the 29.7 per cent under the medical 
heading. 


Dietary—This represents the expense of all food 
and the cost of preparing, cooking and serving it 
to each patient, individually. In this total is in- 
cluded over 36,000 special trays prepared last year 
in the special diet kitchen. These meals are pre- 
pared under the instructions of the patients’ phy- 
sicians just as prescriptions are filled in the hos- 
pital pharmacy. These special diets constitute a 
very important part of the medical care given to 
hospital patients, and in many cases the need for 
this service is the determining factor in sending 
the patient to the hospital. 


Nonprofessional Functions 


Housekeeping—Maids, porters, laundry workers, 
elevator operators, engineers, firemen, plumbers, 
electricians, carpenters, coal, electricity, gas, 
water, etc. 


Administrative—Information desk, telephone 
operators, admitting office, cashier, accounting, 
purchasing, storeroom, postage, insurance, legal 
fees, etc. 


News Letter, Rochester General Hospital 
Rochester, New York 


HOSPITALS 








a ee eS ee ee ea 


ee ae a a a a ee” ee ee? Se ee 











Hospital Post-War Planning 





CHARLES EDWARD REMY, M.D. 


press, in the various current periodicals, 

and in the monthly issues of both archi- 
tectural and hospital journals, referring to the hos- 
pitalization post-war planning program which is 
not only being widely discussed, but is actually 
getting under way in England. At the request of 
the special committee in charge of the post-war 
hospital planning program in England, our office 
mailed to that committee, recently, a group of 
plans and comments pertaining to modern Amer- 
ican hospital planning. 


In the United States, we must admit that to date 
there are very few hospitals whose boards of trus- 
tees and medical staffs are seriously considering 
or even discussing a program of post-war prepared- 
ness in relation to their own hospitals. We have 
heard little if any discussion of a greater alertness 
upon the part of hospitals in general toward their 
post-war responsibilities. This does not refer in any 
way to those few hospitals—compared to the total 
number of hospitals in the United States and Can- 
ada—which have taken advantage of the Lanham 
Act, or other means, for immediate expansion of 
their facilities. Almost all of these latter institu- 
tions have had recent, and in some instances ex- 
cessive, increases in the population of the areas 
which they normally serve, and they have merely 
attempted to meet their immediate problem as a 
defense measure. At least, that has been the sin- 
cere basic motif in the background of their con- 
sciousness, even though there may have been per- 
fectly legitimate hopes present also that this same 
preparedness might likewise be adequate to their 
post-war responsibilities. 


RTICLES appear almost daily in our public 


Hospitals Will Have Increased Load in Post-War 
Rehabilitation Period 


The subject of this discussion, therefore, is the 
Situation of the many hundred other hospitals of 
the North American continent which have not 
been the recipients of Government aid and which 
have not been able to plan an expansion program 
for immediate consummation, either due to the 
critical materials situation, to the lack of funds, 
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or to the lack of Federal approval of such expan- 
sion. The majority of these hospitals appear to be 
operating to their capacity limit, and a great many 
of them, under such conditions, are finding them- 
selves handicapped in their service facilities, the 
space and equipment of which were never planned 
for the carrying of so heavy a load. What about 
these hospitals and their facilities for care of the 
sick in the post-war rehabilitation period? 


Every speaker from the various departments of 
that great beehive of activity in Washington, D.C., 
who appears upon the programs of our hospital 
associations and allied meetings, states that if the 
war continues for another year or two or three, all 
the hospitals of the country will be bulging with 
war casualties. The hospitals of the country had 
some problems in relation to the rehabilitation 
program at the termination of the first World War. 
In this second World War we are going to have a 
much larger Army in the field than we did in 1917 
and 1918. Moreover, we must take into considera- 
tion the fact that many thousands of our present 
soldiers who would have died upon the field of 
battle, in the first aid station or in the evacuation 
hospital under those levels of medical science 
which existed at the period of World War I, will, 
under present advancements in medical and sur- 
gical science, survive to reach not only the base 
hospitals, Army, Navy and Marine, but ultimately 
all the varied types of hospitals of their own home- 
land, state, county, municipal and private. This is 
the best of news to all of us, and it seems worth 
while to inquire therefore what the homeland hos- 
pitals are going to do about preparing themselves 
to meet this increased load and obligation. 


This is not all of the problem. It must be also 
kept in mind that the Blue Cross group hospital- 
ization plans are daily becoming more popular and 
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that ways are being found to make such plans 
available to larger and larger groups of the total 
population of our country. This too requires con- 
sideration in the post-war preparedness plans of 
all our hospitals. We know also from the annals 
of history that there never was a war large or 
small in scope, but what there were flare-up epi- 
demics of disease which invaded the civil popu- 
lation of the country or countries involved. All of 
these things must be taken into account by the 
hospital world of America in its post-war pre- 
paredness program. 


War May Bring Changes in Methods of Medical 
and Hospital Care 
The question of adequate hospital facilities for 
the post-war period was recently brought to the 
attention of a man high in the official circles of 
organized medicine. The question was put to this 
physician as to what the medical profession is 
doing or planning to do to stimulate the hospitals 
of the country to a preparedness for the aftermath 
of an “all out” war. His reply was that the war 
may set in motion so many and such diverse 
changes of political, social and scientific character, 
and of such far-reaching after effects upon the 
practice of medicine, upon hospital standards, and 
upon hospitalization methods in general, that no 
one could judicially plan a post-war hospital ex- 
pansion or reorganization program. 


Profound respect is felt for the man who ex- 
pressed that opinion. Nevertheless, the thought ex- 
pressed would appear to represent a philosophy of 
defeatism which should not be acceptable to or 
have a place in our American psychology. It is a 
truism that we Americans are so constituted men- 
tally that we are obliged to maintain a forward 
and upward outlook even though we recognize 
that we may occasionally step in a hole and twist 
an ankle during our star gazing. Moreover, we also 
have ingrained in our psychology, or our subcon- 
sciousness as the case may be, a confidence that as 
Americans we will still keep on marching onward. 


What Is the Correct Hospital Attitude? 


What does constitute the correct hospital atti- 
tude and viewpoint under the conditions of an 
“all-out” World War? An attempt will be made to 
illustrate what is considered to be the proper 
course of procedure for American hospitals to fol- 
low. It is assumed, of course, that we are speaking 
of those hospitals of the United States and Canada 
which may require additional patient beds or addi- 
tional service facilities, by the end of the war or 
soon thereafter. 


Usually, when a community decides to have a 
hospital survey the situation is somewhat as fol- 
lows: The community has one or two or more 
hospitals which serve the citizens and the medical 
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profession of that community. It may be a county 
hospital, a city hospital, a church hospital, a com- 
munity nonsectarian hospital, or any combination 
of these four. But suddenly, or gradually, it has 
dawned upon the medical profession of the com- 
munity, or upon the local health department offi- 
cials, or upon certain influential inhabitants of the 
community, that their hospital facilities are not 
proving adequate to the demands being made upon 


- them. As a result, they decide that some imme- 


diate hospital expansion is required and call for 
a survey to determine just how many additional 
hospital beds and what expansion of service facili- 
ties are actually required, and by what means they 
may be able to attain this expansion at once, either 
with or without Government aid. So very deter- 
mined are they, ordinarily, upon speed of attain- 
ment, after their years of slumber, that they tend 
to completely ignore the desirability of careful, 
informed planning from within—outward for at- 
tainment of good functional results in the final 
structure. 


Recently, this office was called upon to make a 
community hospital survey for a prosperous mid- 
western county and its county-seat city, the situ- 
ation was really the antithesis of what was en- 
countered in the example here cited. There was 
one accredited, county-owned hospital serving the 
community. The county medical society, the staff 
of the hospital, the county health department and 
the county commissioners were united in the 
thought of stimulating the community to a post- 
war hospital preparedness program. Their first aim 
was to secure a reliable community hospital sur- 
vey and report; then, upon the basis of that study 
and report, to petition the State Legislature or in- 
troduce a law which would enable them to set up 
a lay board of trustees and take their hospital 
completely out of political jurisdiction; then last, 
but not least, to employ a recognized medical hos- 
pital consultant and a good local architect and set 
them to work upon the actual preparation of plans 
for such hospital expansion or construction as had 
been finally decided upon. Simultaneously, it was 
planned to set the necessary machinery in process 
to raise the funds necessary for the planned ex- 
pansion. By such a program it was contemplated 
that when the war is won, meticulously prepared 
plans would be completed and ready for the let- 
tigg of building and equipment contracts, and 
funds would be on hand to pay for these without 
the necessity of the city, the county, or the com- 
munity going into debt. 


Surely, this example voices and truly exempli- 
fies the correct answer to the problem of post-war 
preparedness which now faces a large proportion 
of the hospitals of both the United States and 
Canada. The shortage of both building materials 
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and equipment essentials unquestionably renders 
immediate expansion of the average hospital im- 
possible except under the pressure of war neces- 
sity leading to special governmental authorization. 
But that fact does not hinder every hospital which 
has any thought of the need of expanding after 
the war is ended, from getting busy now upon its 
planning program. It must be acknowledged that 
it is the common tendency of human beings, and 
particularly of Americans, “to want what they 
want when they want it!” This has made for dif- 
ficulty in many cases, especially where the con- 
struction of our medium and smaller sized hos- 
pitals is concerned. They have been constructed 
with complete disregard of the fact that the vari- 
ous components of such an institution—physicians, 
nurses, dietitians, housekeepers, et cetera—must 
have their departments so planned that they can 
function efficiently without constant mutual irri- 
tation. 


Proper Hospital Planning Requires Time 

It requires at least from eight to eighteen 
months for a qualified medical hospital consultant 
and a thoroughly able and experienced architect 
to plan a hospital of one hundred beds or more 
and do a good, conscientious job. There is no in- 
stance in the world where it may be more truly 
said that “haste makes waste” than in hospital 
planning. In addition to the inevitable functional 
inadequacies which result from hasty hospital 
planning, the end result is usually also a higher 
initial construction cost, and a later permanent and 
ever-lasting higher maintenance cost. 

Today, as a result of the restrictions upon build- 
ing anything other than Government sponsored 
construction in the interest of some portion of the 
war program, the hospital consultants and the 
architects of the United States and Canada are for 
the most part available for post-war planning 
programs. Some of the members of both groups are 
still occupied with projects that were begun before 
the war, and which are still progressing, even 
though slowly, some have been bespoken by the 
Government and are now wholly occupied in the 
Army and Navy or other branches of the general 
Government program of preparedness construc- 
tion, but there still remain hospital consultants 
and architects who probably have more time at 
their disposal at this particular period due to Gov- 
ernment restrictions upon general construction, 
and due to the shortage of building materials— 
time which they could advantageously devote to 
post-war hospital planning—than they will have 
again for five or six years after the war is won. 
Those hospital boards of trustees and hospital 
medical staff groups who look forward hopefully 
toward the attainment of expanded and improved 
hospital facilities when once the present war is 
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ended would do well to start their planning now. 
Otherwise, when World War II does finally termi- 
nate, they may well anticipate encountering one 
of several alternate unhappy experiences with re- 
lation to their hospital expansion hopes. It is ques- 
tionable if they will be able to secure the services 
of any architect in that wild stampede of planning 
and construction which will deluge the building 
field in all directions immediately upon cessation 
of present hostilities, unless those services have 
been engaged long in advance of the war’s termina- 
tion. Presumably, the same situation will exist in 
regard to securing the services of a hospital con- 
sultant. As an unhappy alternate, they may be 
obliged to accept the services of inexperienced 
juniors because of the overwhelming demand for 
architectural services, and equally junior and in- 
experienced hospital administrators who see in the 
situation an opportunity for advancement of their 
personal fortunes even though possessed of but 
little hospital administrative and no hospital plan- 
ning experience. With neither experienced archi- 
tect nor consultant of hospital administrative ex- 
perience, they may still feel that they must expand 
their existing facilities, with the result that when 
the building or buildings or wing has been com- 
pleted there will be just one more instance of at- 
tempting to drive a square peg into a round hole, 
and once more medical service, nursing service, 
and all other hospital services of the particular 
hospital will be penalized by poorly arranged and 
inadequate facilities. Nor should it be overlooked 
that each such instance chalks up one more black 
mark in the public mind against the hospital field 
and the service thereof as a whole. 


It should be pointed out that those who wait for 
the end of the war to begin their planning will 
have a wait of a year to a year and a half before 
the final working drawings can be completed. 
Then they have yet another year or two years to 
wait while the building or addition is being con- 
structed. The result is that three or four years will 
have elapsed after the close of the war before their 
expanded hospital facilities will be ready for occu- 
pancy and utilization. It certainly appears logical 
to assume that the more quickly post-war expan- 
sion can be achieved, the better for all concerned. 


No one should suppose for a moment that the 
point has been overlooked that, even though fully 
planned and working drawings are completed, and 
even though construction is begun the next day 
after the war ends, any hospital could achieve its 
expansion in time to be of a great deal of assistance 
in the immediate post-war hospital emergency. 
This point has not been overlooked but the fact 
remains that the hospital which proceeds with the 
development and preparation of its expansion 
plans at once, will have those plans completed and 
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on file ready for immediate utilization should the 
Government see fit to relax building restrictions 
at some point prior to the actual termination of 
hostilities—a not unforeseeable possibility. In any 
case, now is the time to prepare for the future of 
your hospital after the war, if it is agreed that 
American and Canadian hospitals do have a worthy 
future when the present great war cataclysm has 
once more quieted down. 


A Method of Procedure for Our Hospitals 


The correct answer would appear to be that 
every hospital in the United States and Canada, 
which has not already done so, should get busy at 
once and organize its campaign of planning for the 
post-war period. It should be a carefully thought 
out and concisely formulated campaign and might 
well conform fairly closely to the following outline 
and sequence: 


1 The superintendent, the board of trustees, the 
medical staff and the women’s auxiliary should 
unite in discussing and in deciding if the hospital 
is satisfactory in all particulars as now constituted 
and if it is to continue unchanged following the 
termination of the present world war, or if it is 
to be modernized and expanded, or rebuilt and 
reorganized in its entirety at that time. 


2 If modernization and expansion or reorganiza- 
tion is decided upon as the post-war program, then 
the next logical step is to call in someone who is a 
specialist in hospital or community survey work 
and in hospital organization and planning and 
have a careful study and analysis made of the hos- 
pital and of the community or area which it serves 
professionally, to determine just what moderniza- 
tion and what degree of expansion and reorgan- 
ization should be undertaken. Such a study will 
include a complete written report which, in addi- 
tion to an exhaustive discussion of existing facili- 
ties and the questions of expansion or reorganiza- 
tion, will also provide an analysis of probable costs 
attendant upon such changes as the surveying 
authority may recommend. 


3 Following the submission of the surveying au- 
thority’s report and a careful study of it on the 
part of the board of trustees assisted by such ad- 
visers as the board may deem it expedient to con- 
sult, the board must decide for or against the 
various recommendations of the surveying author- 
ity. 

4 If reorganization or expansion is agreed upon, 
the extent and degree must also be decided by 
the board. Usually the surveying authority will 
make one definite recommendation and suggest 
one, two or more alternates, or will outline certain 
steps which, taken together as a whole, constitute 
the recommended expansion or reorganization pro- 
gram, but which steps may be consummated one 
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at a time, or all together, as the desire of the board 
may dictate. When the extent and degree of the 
program have been determined by the board, then, 
before any active steps can be taken beyond that 
point, a decision must be made as to the most de- 
sirable or feasible method of financing the pro- 
gram. 


5 When the steps or procedures, as just outlined, 
have been fully completed, then the next step be- 
comes that of employing a good medical hospital 
consultant and an able architect to proceed with 
the formulation of the plans for such post-war ex- 
pansion as may have been finally decided upon. 
Both the hospital consultant and the architect may 
be employed upon a contingent or conditional 
basis whereby their fees for the planning 
will become due in installments as the planning 
progresses, but with the contract so drawn as to 
continue through the war to the post-war period, 
and with final payments for services rendered to 
become due only upon actual construction and 
occupancy of the building or addition comprising 
the expansion program. Standard hospital con- 
sultants’ and architects’ contracts are ordinarily so 
formulated as to render such a program entirely 
feasible. 


Starting a Hospital Post-War Planning at Once 
Possesses Certain Advantages 


As has been previously stated, the preparation 
of hospital plans customarily requires from eight 
to eighteen months or more for any hospital or any 
hospital addition of one hundred or more beds. 
It should be remarked, however, that the conscien- 
tious architect and consultant will each welcome 
any additional time which may become available 
to them for additional reviews and refinements of 
the plans and specifications. Hence, should the war 
continue for two, two and one-half, three, or more 
years, the hospitals which first started their con- 
sultant and architect upon their planning program 
will profit to just that additional degree in the 
careful preparation and refinement of their hos- 
pital plans, and this without additional financial 
outlay on their part. Every hospital consultant and 
every architect likes to turn out the most meticu- 
lously perfect plans possible. Under the rush of 
ordinary working conditions time does not permit 
these men to go over your plans again and again 
and again, as is possible under the present slowed- 
down construction program due to wartime con- 
ditions. They would like to do it, but other obliga- 
tions do not permit it. Present planning for your 
post-war hospital expansion program will enable 
you to have a more studied and leisurely prepara- 
tion of those plans and hence more carefully pre- 
pared plans than you will probably ever have the 
opportunity of securing again. 
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The Blue Cross Plan—A Symbol of Democracy 





C. RUFUS ROREM, Ph.D., C.P.A. 


tional desire to assure freedom and personal 

participation for every individual in America. 
The community’s resources are coordinated in an 
effort to maintain each person’s health at the high- 
est possible level of efficiency. 


Hospitals Take the Lead 


The mere existence of fine hospitals in a com- 
munity does not guarantee that a sick person will 
receive sufficient and proper hospital care, any 
more than the existence of well stocked grocery 
stores and restaurants mean that a hungry per- 
son will receive sufficient and proper food. Good 
hospital care costs money, which must ultimately 
be paid by the people for whom the service is ren- 
dered or held in readiness. 


No one can tell when he will need hospital care, 
or what the cost of that hospital care will be. This 
uncertainty has created a problem for hospital pa- 
tients, not all of whom can meet the costs from 
their private resources at the time of sickness. As a 
result many hospitals have faced difficulty in ob- 
taining the money with which to pay for the pro- 
fessional services and supplies which combine to 
make hospital care. 


But the hospitals, through their administrators 
and trustees, have done more than provide facili- 
ties to which an individual might come for per- 
sonal service. They have also exemplified Ameri- 
can tradition by joining forces to make it easier 
for families to gain access to their professional 
facilities and service which the communities have 
provided. This method is the Blue Cross plan, by 
which ten million Americans have removed the 
uncertainty of hospital bills by making regular 
payments equal to a few cents a day per family 
into a common fund, which is used to provide 
hospital care for those who need it. 

Almost all hospital administrators are familiar 
with Blue Cross plans in their own areas, or have 
received patients from plans in other areas, par- 
ticularly during the past year, when so many 
workers have traveled as part of their jobs or to 
accept new positions. The purpose of this lecture 
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is to outline some recent developments among 
Blue Cross plans and to stress the national impor- 
tance of the movement to American hospitals and 
the public. 


The Importance of Voluntary Participation 


The distinctive feature of Blue Cross plans in the 
provision of hospital care is the voluntary partici- 
pation by American citizens of several classes. 
These include: (a) the 10,000,000 workers and de- 
pendents who budget their hospital bills through 
payments equal to a few cents per day; (b) the 
2200 member-hospitals, the administrators and trus- 
tees of which support the Blue Cross plan through 
guaranteeing the all-important service-benefits of 
plans; (c) the 1800 civic, industrial, labor, profes- 
sional, and religious leaders who, as trustees, guide 
the broad policies and procedures which make the 
Blue Cross movement a success; (d) the 150,000 
employed groups whose management and repre- 
sentatives have encouraged and facilitated enroll- 
ment of members and the collection of subscrip- 
tions. 


The Blue Cross movement is an American “suc- 
cess story,” the counterpart of the spirit of initia- 
tive and cooperation which has characterized the 
settlement and growth of the United States during 
the past generations. It now gives promise of being 
the example for greater expansion and service in 
the distribution of health service to the American 
people. The specific developments of Blue Cross 
plans are merely manifestations of the underlying 
objectives and methods which have just been de- 
scribed. A number will be mentioned. 


Growth in Membership 


The actual growth of membership continues to 
accelerate. The first quarter of 1942 exceeded all 
previous similar periods, and the entire year gives 
promise of bringing the total beyond 11,000,000 
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persons, with a new annual record. In some cities 
and counties, the percentage of Blue Cross protec- 
tion exceeds half the population, a goal which 
may soon be reached by many other cities and 
states. The continuous growth illustrates the de- 
sire of Americans to participate in the provision 
of their own hospital care. 


Ward Service Plans 

There is an increasing interest in hospital serv- 
ice protection in the minimum-priced room ac- 
commodations. Forty-three Blue Cross plans now 
offer family coverage at monthly subscription rates 
of $1.50 or less, and 20 of these provide service 
at $1.30 per month or less. Semi-private coverage 
is necessary and desirable, but the availability of 
the lower-priced protection has encouraged many 
employed workers to budget their hospital bills, 
who might otherwise prefer to run the risk of fore- 
going hospital care or obtaining service at the ex- 
pense of the taxpayers. 


Rural Development 

More attention is being given to enrollment in 
small towns and farming communities. It is natural 
that first attention should have been directed to 
urban areas and large employed groups. But the 
interest and sponsorship of farm bureaus, home 
bureaus, cooperatives, granges, farmers, unions, 
and civic clubs have given promise of widespread 
development among rural groups. In one county 
in northern Illinois, half the two thousand farm 
families are members of the Blue Cross. In Michi- 
gan, plans are being laid for special educational 
and enrollment activities in rural areas. Recent 
conferences with representatives of the United 
States Department of Agriculture indicate the pos- 
sibility of national sponsorship of Blue Cross pro- 
tection for all low-income farmers, not merely bor- 
rowers of the Farm Security Administration. 


Medical Service Protection 


State and local medical societies are initiating 
medical service plans for payment of physician’s 
services for hospital cases. In addition to the state- 
wide medical plans in Michigan and California, 
similar arrangements have begun or are contem- 
plated in North Carolina, Colorado, New Jersey, 
and Massachusetts. Medical service is now provid- 
ed in the areas served by Blue Cross plans with 
headquarters in Buffalo, Utica, Pittsburgh, and 
New York City. 


Means of Public Education 

The Blue Cross.plans have become the instru- 
ment for acquainting the public with the values of 
prompt treatment in a good hospital. The peace of 
mind of hospitalized subscribers, the rapid recov- 
ery that results from early admission, and the re- 
moval of the problem of paying bills at the time 
of sickness, all tend to increase the public appre- 
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ciation of good hospital service. Blue Cross repre- 
sentatives repeat the story of American hospitals 
daily to many thousands of employees, and the 
public education programs of individual plans 
center in the importance of hospital care. As a 
national example, the sound motion-picture film 
“The Common Defense,” produced by the Hos- 
pital Service Plan Commission through a grant 
from the Simmons Company, is based entirely 
upon the personal and community values of 
prompt treatment in a good hospital. 


Reciprocal Transfer and Benefits 


Blue Cross plans have developed reciprocal 
agreements for the provision of out-of-town serv- 
ice benefits and the transfer of membership from 
one plan to another. These reciprocal arrange- 
ments are particularly important for individuals 
whose work requires considerable travel, and for 
defense employees who are transferred to differ- 
ent plants. ; 

The Commission and Board of Trustees have 
urged hospitals located near the border-lines of 
adjacent Blue Cross plans to make every effort to 
provide service-benefits to subscribers of both 
plans. In this way the public-service and non- 
competitive character of the movement will be 
made clear to Industry, Labor, and Farm Groups. 


Social Security Proposals 


The capacity of Blue Cross plans to serve the 
employed workers and their families is being chal- 
lenged by new forces. For many years, the various 
insurance companies, some very reputable and 
some less so, have offered cash indemnity insur- 
ance policies for hospital bills at attractive rates, 
particularly to large employed groups. The ma- 
jority of them also provide surgical indemnity 
benefits. These companies have enrolled a substan- 
tial number of employed workers but very few 
family dependents. They achieve little success, 
however, in communities where Blue Cross plans 
offer service-benefits in ward accommodations, 
particularly if they also provide surgical benefits 
to subscribers. 

But a more important and more recent develop- 
ment is the suggestion of the President that the 
present Social Security program be expanded to 
provide hospitalization payments for all social 
security card holders and their dependents. Such a 
provision to provide each patient with a limited 
cash indemnity for each day of hospital care— 
would have a profound influence upon the admin- 
istration and finances of community hospitals, for 
the United States Government would indirectly 
become the largest single factor in the support of 
each institution. 


There is much evidence to support our conten- 
tion that Americans prefer a voluntary program 
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of service-benefits to a compulsory program which 
would give them a limited cash benefit during hos- 
pitalization. The best reply to the proposals for a 
compulsory program is the increasing acceptance 
of Blue Cross on a voluntary basis. As the best 
results in some communities become typical of the 
entire country, the values of the Blue Cross will 
clearly be demonstrated. For even the most ardent 
supporters of government health programs admit 
that voluntary solutions to the problem are prefer- 
able if they can be achieved. 


The Challenge to Hospitals 


The maintenance of the voluntary hospital sys- 
tem depends upon active support by administra- 
tors and trustees of voluntary methods of financing 
hospital care. Hospitals and Blue Cross plans have 


identical interests—the adequate distribution of 
good hospital care to the American people. 

The growth of Blue Cross plans will assure the 
maintenance of voluntary community-sponsored 
hospitals. Conversely, the active understanding 
and sponsorship of Blue Cross plans by hospitals 
will assure widespread voluntary participation in 
group-payment for hospital care. 

Without the active support of member-hospitals, 
the Blue Cross plans might pass into history as a 
phase in the evolution of community organization. 
With sympathetic and courageous leadership by 
hospitals, Blue Cross plans are becoming the model 
for a comprehensive American program of health 
service, which combines the spirit of the self- 
reliant pioneer with the purposes of our modern 
democratic life. 





Institute in Public Health Economics 
University of Michigan 


A two weeks’ Institute for training in the or- 
ganization and management of prepayment plans 
of various types will open May 10, 1943, at the 
School of Public Health, Ann Arbor, Michigan. 
The School is able to offer this course through a 
grant made by the Rockefeller Foundation, made 
through the Committee on Research in Medical 
Economics, and with the aid of an Advisory Com- 
mittee representing hospital, medical, cooperative, 
rural, and other types of health service plans. 
Students may live on the campus at moderate 
rates. The University charges a registration fee of 
five dollars. 


The Institute is designed to meet the needs of 
two groups of students: (1) those already work- 
ing with a prepayment plan or having a special- 
ized interest in this field of administration; (2) 
those who are concerned with public health, hos- 
pital administration, or other community services 
and who feel it wise to learn about the growing 
field of health service plans. 


In the program of instruction, much stress will 
be laid on discussion. The subjects covered will 
include (a) the basic facts of the economic and 
social aspects of health services as they involve 
population, professions, and institutions; (b) plans 
of organized care of various types, their develop- 
ment, problems, and current issues; (c) special 
topics relating to the organization and administra- 
tion of health service plans, for example, an in- 
tensive series on methods of appraising community 
medical facilities and needs, especially designed 
for public health people, and several technical 
series on management problems, statistics, and ac- 
counting connected with prepayment plans. 
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The instructing staff will include several mem- 
bers of the University faculty, all the members 
of the Advisory Committee, and a number of other 
persons concerned with the organization and man- 
agement of prepayment plans and with related 
problems of industry, labor, governmental, and 
professional bodies. 


The Advisory Committee includes: 


Michael M. Davis, Ph.D., Chairman : 
Committee on Research in Medical Economics, New 
York 


Dean A. Clark, M.D. 
U. S. Public Health Service, Washington 


Franz Goldmann, M.D. 
School of Public Health, Yale University, New Haven 


A. E. Larsen, M.D. 
California Physicians’ Service, San Francisco 


John R. Mannix 
Michigan Hospital Service, Detroit 


James C. McCann, M.D. 
Massachusetts Medical Service, Boston 


Fred R. Mott, M.D. 
Farm Security Administration, Washington 


Kingsley Roberts, M.D. 
Medical Administration Service, New York 


C. Rufus Rorem, Ph.D., C.P.A. 
Hospital Service Plan Commission, Chicago 


Henry E. Sigerist, M.D. 
Johns Hopkins Institute for the History of Medicine, 
Baltimore 


E. A. Van Steenwyk 
Associated Hospital Service, Philadelphia 


Persons interested in this course, and agencies 
which might send staff members, can obtain full 
information about requirements for admission, the 
curriculum, expenses, etc., by communicating 
with: Professor Nathan Sinai, Dr. P.H., The School 
of Public Health, University of Michigan, Ann 
Arbor, Michigan. 
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The Library in Action 





NELLIE GORGAS 


N THE TWIN CitiEs, our hospitals are unusually 
fortunate in having city organizations which 
provide library facilities for our patients. Many 

of the large cities have to depend on volunteer 
groups to supply books and to distribute them to 
patients in the individual hospitals. In some of the 
more affluent -hospitals this has been done very 
satisfactorily, but there are few cities indeed which 
can boast that patients in practically all their hos- 
pitals have an opportunity to have a trained li- 
brarian visit them and try to satisfy their indi- 
vidual literary desires. Many thanks are due to the 
public library systems which are providing this 
service in Minneapolis and St. Paul and elsewhere 
in the state. 


Library Routing Adjusted to Hospital Regulations 


The hospitals in these two cities are also singu- 
larly fortunate in having librarians who are very 
cooperative in following the rules and regulations 
and desires of the hospital administrators. No diffi- 
culty is experienced in the distribution of books 
even though the strict routine necessary in many 
instances may at times be irksome to the librarian. 
The hospitals are grateful that the programs of 
the librarians have been adjusted to visiting hours 
and other hospital schedules. 


Furthermore, the hospitals are even more 
blessed in that not only do the patients but-also 
the staff members profit from this service. It is a 
great convenience to our staff to be able to obtain 
the books in which they are interested without 
delay. I am sure that all of the librarians are find- 
ing that the large majority of the staff members 
are making practical use of the library service. 


Leon Whipple in the October Survey Graphic 
says, 


“What we hunger for today is a restoration 
of faith in the spirit of man... . security, self- 
control, peace of mind and joyousness as an 
Ancient Indian ruler wished for his people 

. modern books reveal the hunger . . . the 
only place of strength is within the spirit it- 
self .... We need books that keep the spirit of 
man alive; that defy intolerance and hate; that 
can transcend our bitter age to tell us of the 
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coming age. ... We need books of drama and 
poetry. We hunger after books of gayety and 
humor to keep us sane. We need the classic 
books to teach us how noble spirits have con- 
quered life in other tragic times. Our need is 
very great—for the literature that can win 
new life.” 


Knowing the Right Book for the Right 
Person Is Important 


The hospital librarians are to be congratulated 
on the golden opportunity which they have to 
help satisfy this hunger. It is a definite challenge 
to them to see if they can in some way give pa- 
tients and staff members the mental and spiritual 
food which they, unconsciously perhaps, are seek- 
ing. A hospital librarian must not only know what 
is the right book for a person, but she must see 
that each person develops a conscious desire for 
the book. She must be artistic and effective in her 
job and make it speak for itself by successfully 
meeting the challenge her potential readers pre- 
sent. 


Swinburne has written that to him it would 
seem: 

“Every man’s imagination is a picture gal- 
lery. If pictures were visible instead of hav- 
ing to be inferred from the talk or general de- 
portment of the individual, we could grade 
our fellow beings as we do vases in a shop.” 


It is up to the librarian to find out what is in the 
individual’s mental picture gallery, what would fit 
best into such a gallery and thus give the greatest 
possible pleasure to him. The right books can help 
to banish depressing thoughts and invite cheerful 
and constructive ones. 


It may be said that the average stay of the pa- 
tients in the hospital is very short and that there 
is little opportunity to do much for him. May I 
remind you that a personality can be, and on oc- 
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casion has often been, changed in the twinkling of 
an eye? Sometimes a very few minutes may com- 
pletely change a person’s whole life. A sentence, 
or a paragraph, which happens to fit the occasion 
exactly and a person’s mood at the right minute 
may be the making of him; likewise the wrong 
selection may prove disastrous. In reading, many 
seek only an escape from their problems, but 
guidance in the right solutions of them is what is 
needed. There is a golden opportunity presented 
when a person, who may need help with his social 
or mental adjustment, is a patient in a hospital. 
He knows that everyone around him is interested 
in his recovery, and he is relatively relaxed and 
in a receptive mood. He will gladly accept sug- 
gestions and will try anything which appeals to 
him as interesting. 


The leaders in the American Library Associa- 





tion have stated time and time again that the 
quality of a library’s personnel determines in a 
very large measure the library’s ability to serve 
its patrons effectively. It is for this reason that 
librarians are so very carefully selected. A person 
with the responsibility of a hospital library must 
possess high personal standards, tact, intuition, 
and a broad knowledge of human nature. She must 
have enthusiasm for her work and faith in its 
value to the people whom she serves. 


Francis Bacon has said, “Prosperity doth best 
discover vice, but adversity doth best discover 
virtue.” We are surely in for times of adversity 
and librarians can be of real service by helping 
us to obtain thought-producing material which 
will aid in developing whatever virtues there are 
in us. 





Domestic Personnel 


If we want to be true to ourselves we will all 
agree that having difficulty with our domestic 
personnel dates back long before the incident of 
Pearl Harbor. Hospitals controlled by politicians 
will always have trouble. As you know, there are 
many kinds of politicians. The term “politician” 
is not limited in its application to civic politics. 
The church politicians or lodge politicians, while 
less numerous, are a greater menace to the hos- 
pital. They are apt to be inspired by the pet form 
of self interest, which makes it unbearable for 
many hospital administrators. 

The result of any political influence is invari- 
ably the same. Politicians will often force the em- 
ployment of those who are untrained and ineffi- 
cient. While I was being escorted through a 
hospital by a superintendent one day we met a 
very unusual looking person. When the superin- 
tendent saw the expression on my face she said, 
“That fellow isn’t all there. He is not mentally 
right.” When I asked her why she had him work- 
ing there she replied, “He is the brother of a 
politician on my board, and I can do nothing 
about it.” 

If you will take advice, and if you can do some- 
thing about it, you will avoid having working in 
your hospital some influential politician’s poor re- 
lations. Nine chances out of ten they will be a 
liability rather than an asset to your hospital. 

A good domestic personnel is just as important 
to your hospital as a good nursing staff or a good 
office force. We should try to convey to them that 
they are part of the hospital, that they are im- 
portant, and that they are appreciated. I have 
talked with maids in the hospital who have had 
dignity and respect for people, which I have 
wished some of the nurses possessed. 
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Some administrators can brag of having certain 
domestic help working for them five, ten and fif- 
teen years. This reflects the personality of the ad- 
ministrator. If you put yourself out just a little 
to be kind, considerate and thoughtful of your 
domestic personnel you will find that your efforts 
will pay you dividends. 


Remember people like to be told when they 
are doing a good job. And do not stop by telling 
them just once. Give them a little reminder now 
and then. 


How many administrators will stop at the 
kitchen to tell the workers after a holiday meal 
that the dinner was delicious? How nicely it was 
served? How lovely the trays looked? We all real- 
ize how many extra hours are spent in prepara- 
tion for a special meal for a special occasion. All 
this extra work for a meal that is gobbled up in 
fifteen minutes! Isn’t it discouraging to them un- 
less they are made to realize their efforts are 
appreciated? 


Once again we must be true to ourselves and 
face the facts that are confronting us. Adminis- 
trators must do something about adjusting sal- 
aries right now. Give domestic employees an 
increase in salary from time to time, and do not 
wait until they ask for it. Take care of them 
gratis if they are ill. Give them uniforms if you 
compel them to wear uniforms. And last but not 
least make them feel that they are important and 
that they are appreciated. If you will do this your 
personnel will think twice before they seek other 
employment. Security is what they want. Give it 
to them. 


Amy J. Daniels, Superintendent, Elkhart Gen- 
eral Hospital, Elkhart, Indiana. 
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The Use of Radio in Public Relations 


ABRAHAM OSEROFF 


This is the third article in a series describing media of public relations utilized successfully by the Hospital Service 
Association of Pittsburgh. In the next article, Mr. Oseroff will describe the adoption and syndication of display materials. 


munication, and as such should have an im- 

portant role in the education of the public to 
hospital service. The possibilities inherent in this 
medium are readily apparent. 


Rom can be a vital and living medium of com- 


Is radio effective? Is radio far reaching? Does 
radio serve to instruct, to inform, to educate? The 
answers to these questions are obviously, yes. But 
have we in the field of hospital care taken full 
advantage of this powerful means of expression? 
The answer to this last is, obviously, no. Little 
wonder then that from time to time we encounter 
men and women who know nothing about the ser- 
vices we have to offer. 


If ever an opportunity presents itself it is the 
opportunity afforded by radio. The Pittsburgh 
Plan, like others which have grown large in a 
comparatively brief time, has been derelict in this 
field. Only in the past year have we made a serious 
attempt to include radio fully in our program of 
public relations. 


Novelty is Not Always Compatible with Dignity 


Once we had decided upon the use of the air 
waves to convey our message to the public, we 
asked our public relations department to outline 
a thorough program. It is as essential to plan care- 
fully for radio as it is for motion pictures. Early 
conferences over the suggested radio program in- 
dicated that to achieve our end it would be neces- 
sary that we depart from the conventional radio 
address and seek more novel presentations. We 
next came to realize that novelty was not always 
compatible with dignity; accordingly many arrest- 
ing ideas had to be discarded. However, among 
the ideas that remained were ones that were car- 
ried out quite successfully. Others yet to be at- 
tempted continue to stare provocatively up at us 
from our public relations agenda. 


“Time is of the Essence” 


When you have a timely topic you have a sub- 
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ject for radio broadcasting. In our case we seized 
upon the celebration, of “Hospital Service Week in 
Pittsburgh” to present round-table conferences, 
spot announcements, question and answer pro- 
grams, dramatization, personality interviews, and 
institutional advertising “plugs”. 


Round-table conferences are well known and 
need little explanation. In this connection, we at- 
tempted to make each program sound as sponta- 
neous as possible. An effective technique is to 
have one member of the round-table deliberately 
introduce a somewhat abrupt declaration so as to 
arouse another speaker to take issue with him. In 
so doing the particular point of information you 
wish conveyed is emphasized. Then too, a note of 
emotion in the voice of at least one member of the 
round-table conference will do much to prevent 
listeners from turning the radio dial to a dance 
orchestra. Another attention arrester is the use of 
simple and down to earth utterances on the part 
of a participant. “Doctors have to eat too, that’s 
why we’re for Hospital Service” remarked a phy- 
sician member on one of our round-table confer- 
ences and drew more attention than any facts or 
figures that we could possibly have presented. 


Spot Announcements 


Spot announcements are effective, if used prop- 
erly. Care must be taken that the spot announce- 
ment does not become irritating through repeti- 
tion. We were careful to supply a variety of spot 
announcements so that there would be a minimum 
of repetitive statements. A simple congratulation 
upon a job well done—a salute to our service in 
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the community—was all that we attempted to do 
by means of spot announcements. We were suc- 
cessful in obtaining such announcements for sev- 
eral days prior to the observance of “Hospital 
Service Week” and also at various times of the 
day and night during the week of celebration. Sev- 
eral such announcements, coming prior to regular 
evening news broadcasts, reached large listening 
audiences. 


Question and Answer Program 


The question and answer program, we thought, 
would give us much trouble, for here the approach 
is directly informative. But once a radio station 
was convinced that we perform a public service 
even this type of program was granted us. We 
were assigned several before noon periods for this 
type of radio show, and the program consisted of 
one member of our organization assuming the role 
of an uninformed layman who directed queries at 
a member of our public relations department so 
phrased as to elicit the motive and functioning of 
our Association. Despite misgivings in regard to 
these programs we discovered that they had an 
audience. Station officials explained this phenom- 
enon by pointing out that some people will listen 
to anything to get away from day-time serials. 


Radio Dramatizations 


The radio dramatization is a most potent method 
for conveying a message. Effective use of this ap- 
proach by the Government in connection with the 
war program provides ample support for this state- 
ment. We attempted only one dramatization—this, 
a cavalcade of events highlighting the start of Hos- 
pital Service in Western Pennsylvania. The pro- 
gram was performed by professionals and the re- 
sults serve to encourage the further use of this 
type of program in the future. 


Interviewers 


In every radio station you will find personality 
interviewers of one kind or another whose aid may 
be enlisted. One such interviewer devoted an entire 
program to our service while others assigned por- 
tions of their daily chit-chat to mention of our work. 


Often these programs are unrehearsed and we. 


suggest that when making an appearance on such 
a program one should be alert and ready to meet 
all contingencies. On a program of this nature our 
speaker spent fifteen minutes explaining the exact 
nature of our service only to have the interviewer 
conclude her program by saying, “Thank you 
kindly for being with us today and telling us all 
about socialized medicine.” Our frantic representa- 
tive cut into the time of the following commercial 
announcement with an emphatic statement to the 
effect that the service he had been talking about 
aimed to preserve voluntary hospitals, private ini- 
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tiative, free choice in medical practice, that it was 
the direct antithesis of socialized medicine, and so 
forth and so on, until he was finally cut off the air. 


“Plugs” 

The institutional advertising “plug” on radio 
may be compared to the newspaper ad taken by a 
subscribing group to commemorate a milestone in 
the career of your Plan. We found that when re- 
quests were made to the proper persons, sponsors 
of regular radio features were not averse to refer- 
ence to our celebration on their programs. The 
amount of time assigned was usually in direct pro- 
portion to the favorable experience of the sub- 
scribing group with our service. Following is copy 
that preceded such a program sponsored by one 
of the largest department stores: 


“In keeping with ‘Hospital Service Week in 
Pittsburgh’ which starts on Monday, Septem- 
gees Store congratulates the Hos- 
pital Service Association upon its fifth anni- 
versary and the enrollment of its 500,000th 
member here in Western Pennsylvania. ............ 
Store’s employees and their families receive 
the health protection maintained by the Hos- 
pital Service Association. It was hardly more 
than five years ago that a good proportion of 
the fine facilities of our local hospitals were 
being unused, largely because many of those 
who needed care could not afford to pay for it. 
That this condition has been practically elim- 
inated today, is the best possible tribute we 
can pay to this nonprofit, hospital sponsored 
movement. It proves once again that if you 
give the worker an opportunity to take care 





Broadcasting the Public Service Program 


Forerunner to a sustaining public service radio program, 
now being developed by the Hospital Service Associa- 
tion of Pittsburgh, is the program pictured above. A 
regular weekly feature known as the Mayor’s Radio 
Round Table, the broadcast cited health services avail- 
able in the Pittsburgh District. Left to right, Abraham 
Oseroff; William N. Robson, Director of the Radio 
Round Table; Cornelius D. Scully, Mayor of the City 
of Pittsburgh; and Dr. W. W. McFarland, Executive 
Director of the General Health Council. 
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of himself and his dependents he adopts the 
true American way of paying for what he gets. 
Our congratulations to the Hospital Service 
Association of Pittsburgh!” 


Electrical Transcriptions 


In planning the radio programs, budgetary al- 
lowance was made for electrical transcriptions. 
Before each program went on the air—that is, each 
program except spot announcements and other 
unscheduled program references — arrangements 
were made with a local recording studio, which has 
direct lines to all radio stations, to make a cutting 
of the program in accordance with directions indi- 
cated on a specially prepared script. In this man- 
ner commercial tie-ins were eliminated from the 
body of the program, station identifications were 
removed, introductions were left out, conclusions 
omitted, and other deletions made in keeping with 
the plan of using these programs later on 12 radio 
stations in Western Pennsylvania, outside the city 
of Pittsburgh. Our ambitions for this project were 
not fully realized for we were unable to persuade 
all twelve stations to run the transcriptions, al- 
though enough did to make the effort exceedingly 
worth while. This was accomplished through the 
cooperation of our field representatives who upon 
receiving a transcription at once arranged a local 
slant by asking the hospital administrator or ad- 
ministrators in his particular community to pre- 
sent a live introduction and conclusion to the 
transcribed program. It was only after such ar- 
rangements were completed that the request for 
radio time was made to the local radio station. 


It is well to bear in mind that every field repre- 
sentative should be a part of the public relations 
program. In some endeavors the sales representa- 
tive may be able to function apart from the pro- 
motion department, but in the field of hospital 
service it is clear that the two divisions should be 
closely intertwined. The field representative who 
works without the tools available in the public 
relations department is apt to be inefficient, and 
the public relations department which attempts to 
function without using the valuable contacts and 
experience of the field representative is certainly 
shortsighted. We have found that a good check on 


the success or failure of a field representative is 
often to be found in the extent to which he makes 
use of literature, promotional letters, posters, dis- 
plays, radio, movies, and other such media obtain- 
able from the public relations department. 


The Local Campaign 


We have discovered that by concentrating our 
promotional and sales forces in one locality at one 
time, a more effective response may be obtained 
than by constantly spreading our efforts all over 
our territory. Radio plays an important part in 
such a campaign, for the local station has exactly 
the audience you wish to reach. At Johnstown, 
Pennsylvania, H. G. Fritz, hospital administrator 
of the Conemaugh Valley Memorial Hospital, 
helped our field representative in that area obtain 
from the local radio station a series of weekly 
broadcasts. It was understood that the series 
would start off with a fifteen minute program and 
thereafter we would have a five minute spot each 
week. When, however, prominent persons were 
called in to perform on the first and second pro- 
grams, when outstanding physicians, the head of 
the school board, well-known employers, and 
others of similar standing lent their voices to our 
programs, the managing director of the station 
immediately changed his plans to allow us a fif- 
teen minute broadcast each week. 


The Public Service Program 


All of our experiences in radio are being di- 
rected to the development of a plan which con- 
templates the sponsorship of a recognized public 
service program. By this we mean a sustaining 
feature which we plan to produce, create continu- 
ity, and direct—a weekly program which will 
speak without partisanship from a broad platform 
of interest on all phases of community and public 
health. There is a great need for an educational 
series designed to provide definite information 
pertaining to the health resources of each com- 
munity. It is our intention to develop broadcast- 
ing so that we may make a radio feature available 
to the general public, who we hope in time will 
be an audience identical with our complete list of 
subscribers. 





Charles Gill 


Charles Gill, one of the best known hospital ad- 
ministrators, died at his home in Philadelphia on 
February 17 at the age of 76. 


For thirteen years Mr. Gill was superintendent 
of the Hospital of the Protestant Episcopal Church, 
Philadelphia, up to the time of his retirement five 
years ago. Previous to that time he had been man- 
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ager of the Germantown and Samaritan Hospitals. 
He served as president of the Hospital Association 
of Pennsylvania, and for many years was a mem- 
ber of the American Hospital Association. 


Mr. Gill is survived by his wife, Emma Alle- 
bach Gill, and a son, Robert L. 
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Code of Hospital Ethics 





LUCIUS R. WILSON, M.D. 


the beginning of authentic history. Four 

hundred years before Christ the Hippocratic 
Oath was written by Hippocrates for the medical 
profession. That Oath still is taken by every med- 
ical student and is a code of ethics. The Ten Com- 
mandments laid down by Moses is a code of ethics. 
Perhaps the simplest and the best code of ethics 
ever written is the Golden Rule. 


Cin or Eruics have been in existence since 


You may define the code of ethics as a science 
of human conduct. One might say that all that is 
necessary in this science is the proper attitude 
toward each other; yet it has been found advisable 
by many professions, organizations, and groups of 
individuals to embody in a document the rela- 
tionship between the individuals within the 
membership and by the individuals toward the 
organization which they represent. 


Two years ago the American Hospital Associa- 
tion and the American College of Hospital Admin- 
istrators appointed a joint committee to develop a 
Code of Hospital Ethics. This Code will form the 
basis of our discussion. The first part embodies 
General Principles and the second part covers the 
Staff and Personnel. 


General Principles 
Objectives of the Hospital 


You have been told that the only reason for a 
hospital is the care of the sick. This statement is 
the first to be embodied under General Principles. 
Financial returns, education, research and other 
hospital activities are entirely secondary, but it is 
clearly the duty of the hospital, in so far as its 
resources, organization, and personnel will permit, 
to diligently carry on these secondary functions. 
Without so doing, it is very doubtful if the care of 
the sick will be well administered. 


The Trustees 


The trustees are the governing body of the hos- 
pital. This board is not only entrusted with the 
management of the hospital in all forms, includ- 





_ Presented at the Tenth Annual Institute for Hospital Admin- 
heal conducted by the American Hospital Association, Chicago, 
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ing the professional services, but it also deter- 
mines the policies of the hospital with relationship 
to community needs and it provides the equip- 
ment and facilities consistent with those needs. 


The trustees are obligated to see that the pro- 
fessional standards are maintained for the care 
of the sick and that all activities of the hospital 
are coordinated. They must provide sufficient in- 
come with which to render care for the sick and 
to be conscientious in the administration of funds 
given to the hospital in trust. An individual may 
do as he pleases with his personal resources, but 
when money of others is entrusted to his care it 
then becomes a definite obligation to see that that 
money is wisely used and used in accordance with 
the wishes of the donor. 


The trustees are obligated to see that records 
of finances and activities of the hospital are kept 
accurately. Periodic audits should be made in 
order to comply with these obligations. 


The trustees are obligated to see that the patient 
is guaranteed reasonable protection, thereby ful- 
filling the moral and legal responsibility of the 
hospital to the patient. In doing this, it becomes 
the governing board’s responsibility to exercise 
the proper care and judgment in the selection of 
the administrator, the medical staff, the nursing 
staff, the technical staff and all the personnel of 
the hospital. To fall short in this obligation means 
that the patients receiving care in the hospital, in 
some instances, will not receive the proper benefit 
from their hospital attention. All appointments on 
the hospital staff as well as members of the hos- 
pital personnel should be made on the basis of 
merit. Neither favoritism nor political connections 
should be used to secure appointments as members 
of the hospital personnel as there is a grave danger 





51 





















that the individuals so appointed will not measure 
up to the highest standards. 


No member of the board should expect to profit 
by his connection with the hospital. His appoint- 
ment on the board carries with it an obligation of 
giving to the hospital of his time and ability with 
no thought of remuneration from any source. 


The Medical Staff 


The medical staff should be organized properly 
so that its work will be coordinated to the best 
service and interests of the patients. Only quali- 
fied doctors of medicine legally licensed to prac- 
tice in the state or province should be given a staff 
appointment. Membership on the medical staff 
should not be given to any physician because of 
the hospital’s desire to obtain patronage, at the ex- 
pense of rigid standards and practice of medicine. 
The utmost care must be exercised to guarantee 
that the welfare of the patients is entrusted only 
to conscientious, sober, and faithful physicians of 
upright character, sound morals, and good reputa- 
tion. This is necessary in order that the medical 
staff and the governing board of the hospital can 
safeguard the interest of the public who may be 
admitted to the hospital without any knowledge 
of the competency of the medical staff and the 
hospital. A patient may be rushed to the nearest 
hospital following an accident or as an emergency 
—not from choice. In such an event the patient 
and the community should have the assurance 
that the medical staff is such that the patient will 
receive the best of care. At no time must pecuniary 
gain or other factors be permitted to jeopardize 
the welfare of the patient or the reputation of the 
hospital. In the event of a serious condition or 
doubtful diagnoses, adequate consultations should 
not only be available but should be used freely. 


Personnel of the Hospital 


The hospitai is obligated to exercise due care 
in the selection of personnel who can adequately 
meet the requirements of the positions they under- 
take. First the hospital should provide salaries and 
conditions of employment which are commensur- 
ate with the community standards, and which will 
permit the personnel to render effective service. 
This is most important. For many years, and I 
fear it is still true, hospitals have under paid their 
personnel yet they expect the best of service. This 
is one of the paramount problems confronting the 
hospital field today. 


Medical Records 

It not only is of the utmost importance but it is 
definitely the duty of every hospital to keep ac- 
curate records of the examinations and treatments 
of every in-patient and out-patient. This not only 
is important from the point of view of day to day 
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examinations and treatments, but is of even 
greater importance should the patient return to 
the hospital for further care after a period of 
months or years. Proper facilities should be pro- 
vided for the compilation of such records, includ- 
ing indexing and storing. The hospital manage- 
ment definitely is obligated to safeguard all 
clinical records to protect the patients. This re- 
quires strict control so that the records can not 
become available to any one other than an author- 
ized individual. 


Solicitation of Patients 


There should be no solicitation of patients by 
anyone connected with the hospital. Patients 
should come to the hospital for examination and 
treatment because the physician or the patient 
knows that the hospital so selected is qualified 
properly to render the required service. 


Publicity 


It is dangerous for a hospital to seek publicity 
unless it observes well defined principles. It is 
needless to say that strict adherence to the truth, 
unadulterated by exaggeration or by incomplete 
or misieading statements, must be observed at all 
times. Information regarding the patients, unless 
required by law, never should be given without 
the consent of the patient or the patient’s imme- 
diate family and the patient’s physician in the 
event the patient is unable to give consent. Infor- 
mation relative to research and scientific projects 
should not be made public without the consent 
of the individual involved nor should not in any 
manner conflict with the ethics of the professional 
group concerned. This is of the greatest impor- 
tance. Each of us on numerous occasions has 
read in the newspapers or other publications of 
some miraculous discovery to cure cancer, tuber- 
culosis, and other diseases. When such reports 
have been traced it usually is found that they are 
exaggerated grossly or are some statements made 
by some individuals or institutions desiring to ob- 
tain publicity and patients. Inasmuch as the hos- 
pital is a community enterprise it is quite proper 
to give out information relative to its activities, 
but such information should be presented so that 
advantage is not taken of other institutions in the 
communities. Neither should information concern- 
ing the activities of the hospital be given for the 
personal aggrandizement of any one individual 
connected with it. 


Relationship to Public Health and Welfare 
Organizations 


The interest of the hospital in its patients must 
extend beyond the hospital walls, and in order 
to do this the hospital must cooperate as far as 
possible with all public health authorities in fur- 
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thering the health of the community. In order to 
do this, it should cooperate in the establishment of 
clinics in caring for cases of communicable disease, 
and in promptly and accurately contributing to 
vital statistics. It should cooperate with welfare 
agencies of the community for the benefit of its 
patients in so far as its finances will permit. In 
return the hospital has a right to expect coopera- 
tion with it from the welfare agencies of the 
community. 


Relationship to Other Hospitals 


Hospitals should work in a friendly and cooper- 
ative manner with the one idea in view that all 
hospitals are striving to provide the best service 
for the patients. It is well known that if one form 
of treatment is discovered in one institution that 
it immediately is made available to all physicians 
and hospitals even at the sacrifice of personal for- 
tune through patent rights. Full cooperation of all 
hospitals with each other enables them to merit 
public confidence. Criticism of one institution is 
to be avoided as it will in some manner be re- 
flected on all institutions. 


Duplication of unnecessary facilities should be 
avoided as far as possible, and the free exchange 
of facilities between hospitals is most desirable. 
As an example, one respirator, commonly known 
as an “iron lung” may be sufficient for the needs 
of a community. If one hospital has such a piece 
of apparatus and it is needed by another, some 
arrangement should be developed whereby it can 
be loaned or rented. This will save the hospitals 
in the community the unnecessary expense of 
each one buying a respirator. Such cooperation 
should be more general among hospitals. 


Hospital councils or associations of administra- 
tors are most desirable in the promotion of cooper- 
ation between the various hospitals of a com- 
munity or adjoining communities. Personnel or 
medical staff members of a hospital should not be 
requested to leave the employment of or sever 
connection with another hospital without the pro- 
posal being known to the administrator or the 
head of the department of service involved. 


Contracts 


Hospitals should not compete with each other 
by making contracts with companies, organiza- 
tions, municipalities, governments or any other 
body at a rate which obviously is unfair to other 
hospitals in the community. It should be a rare 
exception for a hospital to enter into contracts or 


_the care of patients with any company or organiza- 


tion at a reduced rate for if one hospital makes a 
reduction in rates the other hospitals are forced 
to do the same and soon the institutions develop 
into a “price war” with the hospitals losing money. 
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A contract drawn up between a hospital and an 
intern or an appointee on the staff should be 
equally as well observed by the hospital as the 
hospital expects the appointee or intern to observe 
it. Any one violating or breaking a contract or 
who has left a hospital without due notice should 
not be accepted by another hospital unless ade- 
quate evidence is obtained to justify the action of 
the individual. 


Religious and Moral Codes 


A hospital with or without religious connections 
should show courteous consideration to special re- 
quests in the interest of the religious practices of 
its patients which are intended to bring peace of 
mind and spiritual consolation. Almost all hos- 
pitals today have incorporated in their charter, 
by-laws, or rules a statement that they will care 
for patients regardless of religious beliefs. Hos- 
pitals operated by a church organization and for 
patients who are members thereof should observe 
the moral code of that denomination. 


Staff and Personnel 
Responsibility 


Everyone in the hospital’s organization has a 
direct obligation to do everything possible to in- 
sure that all patients receive the best possible care 
with minimum delay, with the utmost of skill and 
efficiency, and with the greatest of personal con- 
sideration. The old adage that “a chain is no 
stronger than its weakest link” applies very defi- 
nitely to this part of the Code of Ethics. The entire 
personnel with the exception of one individual 
can be most conscientious in its duties and efforts 
to serve the patients, but that one individual who 
fails in this respect can offset the valuable work 
of the others. 


Every courtesy should be shown visitors in the 
hospital, and it is extremely important that the 
personnel of the hospital bear in mind that rela- 
tives and friends visiting a sick person may be 
concerned unduly regarding the patient’s condi- 
tion; consequently, making unreasonable requests. 
Allowances must be made for such conditions. 


Secrecy 


The code of ethics of the medical and nursing 
profession requires secrecy regarding the personal 
affairs of the patient. This applies to all members 
of the hospital personnel. Under no circumstances 
should information of a personal nature obtained 
through employment in a hospital be divulged to 
other than those authorized to receive such infor- 
mation. 


Commissions 


Hospitals should be expected to pay all em- 
ployees or persons connected with the hospital for 
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services they render, and such employees or other 
individuals should not accept other remunerations 
in any form unless approved by the governing 
board. 


Professional Organization Encouraged 


Members of various professions and vocations 
connected with the hospital should associate them- 
selves in professional and technical societies in 
so far as it is consistent with the discharge of 
their hospital responsibilities and thereby improve 
their standing in their respective organizations 
and their ability to better serve the hospital in the 
community which it serves. 


Professional Codes of Ethics 


It is the duty of everyone associated with the 
hospital to observe the code of ethics of their 
respective organizations. 


The Administrator’s Code of Ethics 


Obligations of the Administrator 


By virtue of his position and because he is the 
official representative of the board of managers, 
the administrator should take the lead in observ- 
ing all parts of the code of ethics that have been 
discussed. 


Purposes of Hospital Administration 


The purpose of hospital administration is to di- 
rect and manage the general activities and func- 
tions of the hospital so it will best achieve its 
objectives of service to the sick, education, re- 
search, and public welfare. In order to do this the 
hospital administrator should be a coordinator and 
coordinate all the activities of the hospital in such 
a way that not only the individual patient but the 
entire community will benefit from the hospital 
services. The hospital administrator should have 
the fullest confidence of the public, have the sym- 
pathetic support of the community, and have the 
loyalty and trust of all allied professions which 
are associated with the hospital in its general 
program. 


Relationship of Administrator to Patients 


The administrator should be courteous and con- 
siderate at all times in his dealings with patients, 
relatives, and employees. At no time should he 
sponsor or permit some employee to sponsor an 
attitude in financial matters which will work a 
distinct hardship upon the patients and the pa- 
tient’s family. The administrator as a member of 
the hospital organization will observe quite care- 
fully professional secrecy and confidence of the 
hospital’s patients. He is charged with the respon- 
sibility of closely observing this in his control of 
confidential records of patients. In so far as possi- 
ble he should meet the legitimate requests of 
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patients and relatives with respect to comfort and 
general welfare, opportunities for observance of 
religious customs, protection from unnecessary 
noise, unwelcome visitors, and other factors that 
might in any way interfere with the recovery or 
general well-being of the patients. 


Relationship of Administrator to Trustees 


The administrator is the deputy of the trustees 
and acts for them in an executive capacity, carry- 
ing out to the best of his ability all the policies 
established by them. It is his responsibility to 
bring to their attention pertinent information re- 
garding the hospital thereby enabling them to 
develop hospital policies wisely. At no time should 
he withhold from them information regarding the 
hospital’s activity even though this may be, at 
times, an unpleasant responsibility. He should be 
respectful of the trustees, and refrain from show- 
ing partiality or being too familiar with them. The 
relationship should be one of mutual respect. 


Relationship of Administrator to Medical Staff 


This relationship of the administrator to the 
medical staff should be one of understanding 
and cooperation. He should endeavor to under- 
stand medical probiems and aid in their adjust- 
ments. If necessity demands, the administrator as 
a representative of the board of trustees must act 
with decision and firmness consistent with the 
welfare of the patients and the reputation of the 
hospital and the general policy developed by the 
board of trustees. To physicians who are not mem- 
bers of the hospital staff he should be considerate 
and helpful as far as the regulations of the hospital 
and its medical staff will permit. 


Relationship of Administrator to Personnel 


Personnel management as assumed increases 
the importance of hospital administration. It is 
the duty of the administrator at all times to be 
considerate of those in his employ, fair yet firm 
in. his decision, helpful in the solution of their 
problems, and at all times apply the “golden rule” 
in his contact with them. The importance of the 
service of the various professional groups should 
be recognized and the relationship between the 
administrator and these groups always should be 
kept on a professional basis. 


Relationship of the Administrator to Visitors 


Visitors to the hospital can be made good will 
ambassadors, and if for no other reason than this 
it is the duty of the administrator to see that their 
requests for help and information are given every 
possible consideration in so far as it will not in- 
jure the patient’s welfare or the reputation of the 
hospital. If firmness is required, he should exert 
that force at the same time using diplomacy and 
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tact thereby reducing to a minimum any resultant 
embarrassment. He should see that visitors are not 
permitted in any way to interfere with the smooth 
functioning of the hospital and its efforts toward 
the care of its patients. 


Relationship of Administrator to General Public 


The administrator should take the lead in the 
hospital’s public relationship program, and to do 
this he should keep in close touch with community 
activities at all times, taking advantage of their 
reasonable opportunities for favorable public con- 
tact, provided such activity does not interfere with 
the performance of his administrative duties. In 
presenting addresses or submitting information 
to the press or over the radio on hospital subjects 
the administrator will bear in mind that the pur- 
pose of such publicity is for the welfare and ad- 
vancement of hospitalization and not for his per- 
sonal aggrandizement. He must bear in mind that 
he cannot divorce at any time any action of his 
from his responsibility and connection with the 
hospital. 

Relationship of the Administrator to Vendors 


The administrator should bear in mind that rep- 
resentatives of ethical commercial firms are to be 
treated as such and should be given a courteous, 
attentive reception. Much information of value 
can be obtained from such representatives and 
while it is impossible for the administrator to see 
every representative of every commercial firm, he 
should take time, in so far as it is possible, to see 
those representatives who on special occasions 
have something of special importance in their re- 
spective fields. A capable representative of a com- 
mercial firm also will bear in mind that the admin- 
istrator is busy and should not prolong unneces- 
sarily his visit thereby needlessly consuming time. 


It is of utmost importance that the administrator 
refrain from becoming under personal obligation 


to any firm or its representative, as would be the 
case of accepting personal gifts or any unusual 
social favors. Personal commissions or rebates 
should never be accepted. If a commercial firm 
can spend its resources in such a manner, the con- 
scientious administrator should expect it to devote 
those funds to the hospital by giving the hospital 
the benefit of more favorable prices on the mater- 
ials-it buys. It is unwise for an administrator to 
give testimonials for public use or permit his 
name or photograph to be used in endorsement of 
commercial services, equipment, materials, drugs 
or other supplies. Gifts or donations should not be 
solicited from business firms on the basis of mak- 
ing a return for business granted. Unless required 
by law, the administrator and the hospital person- 
nel should not divulge prices to a competitor of a 
firm submitting quotations. Orders that have been 
placed in good faith should not be canceled or the 
goods returned without legitimate reason and 
without the reason being explained fully to the 
firm from which they had been accepted. 


Relationship of the Administrator to Other 
Administrators 


The administrator should always maintain a 
spirit of mutual cooperation toward the executive 
officers and personnel of other reputable hospitals. 
He always should keep in mind that hospitals 
share with each other a common objective of car- 
ing for the sick; consequently, it is incumbent 
upon him to assist other institutions to the fullest 
extent in this responsibility by advice, loan of 
equipment, or any other manifestations of helpful- 
ness. He should promote and undertake such other 
activities in cooperation with other hospital ad- 
ministrators as will tend to increase the quality 
of hospital administration and in general enhance 
the efficient and economical management of hos- 
pitals so that the public will be served more ad- 
equately. 





Scarcity of Silverware 


At the Mid-Year Conference in Chicago last 
month Dr. J. H. Groseclose, superintendent of 
Methodist Hospital of Dallas, Texas, remarked to 
a gentleman at a luncheon table that his hos- 
pital was almost entirely out of silver table forks. 
Edward Rowlands, superintendent, Christian Wel- 
fare Hospital, East St. Louis, Illinois, replied that 
he had plenty of forks but no knives. Doctor 
Groseclose suggested that they exchange six doz- 
en. This has been done and has given them relief 
where greatly needed. 


Other exchanges of this type might be made if 
persons with surplus would report to HOSPITALS. 
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Price Trend of Hospital Commodities 
McGILL COMMODITY SERVICE, INC., AUBURNDALE, MASSACHUSETTS 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 


MONTHLY INDICES FOR HOSPITALS 


Mar. Mar. 

1936 1937 
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LTTE SY BRE a oelres 10 Mie eg eee aan cea Cee 71.5 85.2 
OO CN SRE or NRO ene ee Saar ee Neen oe 65.9 82.0 
EE gcse Lea 2 et BY 84.9 90.8 
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Wholesale Grocery Index .........................-+. 81.8 91.9 
CEO ET) SRR OR 97.8 101.8 


‘McGill Index 
*Bureau of Labor 


NE major economic problem today is the 
OC) old story of inflation. It is not pleasant 

to continually harp on this subject, but 
the dangers are so apparent that caution must be 
exercised. While the element of price is not of 
outstanding concern to purchasing agents at pres- 
ent, it will be vitally important when the war is 
over. This is particularly true as all signs point 
to a more ‘liberal attitude toward world trade 
when the peace terms are signed. Inflation has 
been avoided in England and Canada. However, 
different methods have been employed in the 
United States, and that commodity prices have 
advanced at a pace too rapid to be economically 
healthy is stating the situation mildly. The records 
show that the McGill Index of All Commodities 
since August 1939, has advanced 64 per cent, the 
Industrial group increased 36 per cent, Agricul- 
tural, 85 per cent, and Livestock, 141 per cent. 


*Estimated 


The initial Emergency Price Control Act proved 
ineffectual. A second plan has been inaugurated 
which fundamentally is no different than the first. 
We have previously called attention to record- 
breaking national income, the rise in the cost of 
living, the sensational expansion in the amount of 
money in circulation, the unprecedented accelera- 
tion in factory pay rolls, the highest level of wage 
rates ever known, and finally, the fact that the 
volume of purchasing power is excessive in terms 
of the amount of goods available. The Department 
of Commerce states that the production of indus- 
trial goods for civilian use in 1942 was more than 
a third less than in 1941. A further shrinkage of 
15 per cent is in store for 1943, while good sup- 
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8’National American Wholesale Grocers’ Assn. 





Mar. Mar. Mar. Mar. Mar. Jan. Mar. 
1938 1939 1940 1941 1942 1943 1943 


72.2 68.2 70.5 76.5 95.4 101.6 104.5 


74.2 71.3 77.3 82.0 93.7 95.1 96.5 
59.5 54.6 64.5 64.2 87.7 96.2 99.0 
77.4 73.6 58.2 76.6 113.0 127.4 133.9 
eates 96.7 103.8 121.6 140.6 161.2* 165.0* 
ee 96.0 107.9 144.7 209.1 282.1* 285.9* 
78.7 72.7 79.1 84.4 110.7 114.7 115.5* 


100.9 99.1 99.8 101.2 114.3 121.0* 121.9* 


plies will be smaller, and fewer services will be 
available. 

Meanwhile, producing costs are rising. There 
will be no backing down on the part of labor as 
regards the demand for higher wage rates. The 
average level of wage rates will move definitely 
upward throughout the current year. Likewise, in 
the case of farm products, Congress will support 
parity prices. Remember, however, that higher 
prices for farm products will be instrumental in 
stimulating acreage, but growing conditions will 
determine the size of the final yields. In a word, 
the spiral of rising wage rates, farm prices, com- 
modity prices in general, and the cost of living 
will continue to rotate not at an alarming pace, 
but sufficiently to cause concern regarding the 
long-range status. Human nature cannot be 
changed, and during the past month there has 
been an outstanding demonstration to the effect 
of abundant purchasing power. Throughout the 
country there has been a rush to buy, and sta- 
tistics show that sales of department, clothing and 
apparel, and food stores have reached levels that 
are comparable with Christmas activity. This great 
stampede reflects two factors: first, record-break- 
ing purchasing power, and second, the anticipation 
of shortages and the fear of additional rationing. 
Such a situation is bound to cause serious malad- 
justments and repercussions, and creates difficult 
problems to manufacturers, wholesalers, and re- 
tailers for the simple reason that when current 
supplies are exhausted, ample replenishment will 
be extremely difficult. 


In summary, price ceilings, maximum and min- 
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imum price levels, inventory control, and ration- 
ing have prevented unwieldy inflation. On the 
other hand, these forces have not solved the basic 
problems. Fundamentally, economic forces are 
definitely at work that will bring about some form 
of inflation, and this is a problem that must be 
squarely faced. 


Commodity Prices 


The rising spiral of inflation will continue 
throughout the war and probably during the post- 
war conversion period. Many purchasing execu- 
tives, optimistic at the recent Allied victories, are 
apprehensive concerning inventory losses at the 
end of the war. It is well to remember that the 
peak in inflated commodity prices during World 
War I was not reached until a year and a half 
after the cessation of hostilities. A similar situa- 
tion will exist at the end of this war because it 
will not be possible immediately to open up new 
productive facilities or to import scarce foreign 
commodities. Furthermore, the foreign demand 
for all types of domestically produced raw and 
finished goods will be heavier after this war than 
in the early 1920’s. As long as the war continues 
and present economic policies are in effect, the 
average price level of commodities will continue 
to advance, and purchasing agents are justified in 
maintaining the largest possible inventories of 
materials. 


Drugs and Chemicals 


The major change in the chemical and drug 
market was the price revision downward in alco- 
hol in the East. This has little bearing upon the 
statistical position, however, as new record output 
will experience difficulty in coping with over-all 
demand. Supplies of mercury are adequate, but 
by and large, the total supply of the long list of 
drugs and chemicals is limited in terms of indi- 
cated consumption. The most logical procedure is 
to plan on a tighter supply status by the closing 
half of the year. 


Paper Products 


The points to keep in mind are as follows: Due 
to restrictions total production this year will fall 
sharply below the 1942 volume. The manpower 
problem is more critical than surface factors in- 
dicate. Transportation facilities are limited and 
this is true not only as regards production of pulp 
but in paper mills. Government requirements of 
paper will reach new peaks which will be a defi- 
nite factor in creating a tighter market supply 
situation during the immediate future. Our studies 
indicate that further curtailment rather than any 
expansion in supply is in the cards for later this 
year. Maintain inventories of all types of paper 
at the highest level permitted. 
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Cotton Goods 


There have been rumors that Army purchasing 
would ease up during the closing half of this year. 
However, our studies of recent Army orders in- 
dicate that military needs for the balance of 1943 
will be of a size which will tax the facilities of 
mills to cope with combined Army and civilian 
demand. A recent study made by the WPB indi- 
cates that retail stores in this country at the be- 
ginning of 1943 had the largest stock of clothing 
and textile house furnishings for that period dur- 
ing the last five years. This includes wool and 
rayon items as well as cotton, and it is of interest 
to note that the heavy retail buying of the past 
three months has been drawing heavily upon these 
reserves. Rationing of cotton goods to civilians 
will not be necessary in the immediate future, but 
if civilian purchasing and stocking up is contin- 
ued, direct rationing will eventually be necessary. 
The recent rise in raw cotton prices has sharply 
lowered mill profit margins. It will be necessary in 
the future for the Government to either increase 
prices of finished textiles or restrict the advances 
in raw cotton. In view of the trend of Congres- 
sional opinion, it seems logical to expect that tex- 
tile selling prices will be raised. 


Fuels 


Further advances have taken place in maximum 
prices for bituminous in producing districts. Only 
four of the twenty-one producing districts are yet 
to be considered for six-day week price adjust- 
ments. The major interest in the market at this 
time concerns the possible stoppage of production 
on April 1, when the union contract expires. Cli- 
ents know that unions are asking for $2.00 more 
per day as well as other concessions. At present 
indications are that the majority of the demands 
will be granted, but at the same time, production 
may cease for several weeks. Latest statistics show 
that stocks of coal in industry have declined near- 
ly 10 million tons from the high point reached last 
December. The maintenance of maximum reserves 
is warranted as protection against unforeseen 
emergencies. 


The OPA price mark-up in fuel oil may not be 
the only increase which will take place in fuel oils 
this year as there are now definite indications 
that quotations for crude will be allowed to move 
higher in various producing districts. The supply 
status of both residual and distillate oils continues 
in a strong position, with reserves in both cases 
being held below year-earlier figures. Further- 
more, with the exception of heating oils, there is 
little reason to expect that supplies can be in- 
creased along the usual seasonal lines this summer. 
Military and foreign demands over the balance of 
the year will require greater quantities of fuel 
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oil. Some easing in the stringent rationing pro- 
gram may take place this summer but it is advis- 
able to hold reserves at highest possible levels. 


In regard to gasoline, it seems likely that re- 
strictions on pleasure driving in the East Coast 
will be eased somewhat although unrestricted 
purchasing of gasoline by civilians is not in pros- 
pect. Government authorities still consider re- 
strictions on automobile use from the standpoint 
of rubber as well as petroleum conservation. 
Gasoline reserves during the first two months of 
the year increased approximately 10,000,000 bar- 
rels, but at present stand well below the average 
seasonal peak usually reached at this time of the 
year. 

Groceries 


Despite the valiant attempt to create price sta- 
bility, the underlying trend of the grocery index 
has continued to move steadily upward. The food 
situation is now regarded as critical. This is due 
to the fact that the Government is taking over 
25 per cent of over-all production of meats and 
agricultural products for Army and _ lend-lease 
purposes. Incidentally, over $6,000,000,000 worth of 
foodstuffs was shipped abroad under lend-lease 
last year. Higher prices may be supported in the 
endeavor to stimulate acreage. However, keep in 
mind that it is growing conditions that determine 
the final yields. Due to the shortage of manpower, 
machinery, and transportation the farmers of this 
country will do well to produce crops this year 
that will equal the bumper volume of 1942. We 
predict that food costs a year hence will be any- 
where from 15 to 20 per cent higher. 


Dairy Products 
Although aggregate milk production was higher 





in 1942 than in 1941, total butter output recorded 
a shrinkage of 5 per cent. It is questionable 
whether butter production in 1943 can equal last 
year’s volume. The manpower situation will auto- 
matically curb any expansion in the number of 
milk cows. At present about 30 per cent of produc- 
tion is reserved for war requirements. Per capita 
consumption, which is now, for all practical pur- 
poses, on a ration basis determined by the amount 
in retail stores, will not be modified to any appre- 
ciable degree even during the period of lush pro- 
duction. Prices will hold firm at ceiling levels. 
Butter and cheese both went on the ration list 
around the turn of the month. Supplies of cheese 
are much greater than butter, as production in 
1942 forged ahead, averaging 19 per cent above the 
1941 volume. 


The huge quantities of cheese that will be re- 
served for military and lend-lease purposes will 
prevent any extensive seasonal rise in stocks dur- 
ing the late spring and summer period. For the 
duration of the war, supplies of cheese for civilian 
use will fall far under the normal complement. 
Remember that the outlook for an important in- 
crease in the milk supply is far from reassuring. 


The number of eggs set and chickens hatched 
in January was the largest on record, and tends 
to assure a new peak in egg production. The ob- 
jective is 4,780,000,000 dozen this year, which rep- 
resents an 8 per cent increase over 1942. Moreover, 
the goal for chickens for meat is 4 billion pounds, 
which is 28 per cent higher. Here again Govern- 
ment requirements will absorb such a large pro- 
portion that the balance left for civilian needs will 
be less than the normal complement. Prices are 
now operating under established ceilings and there 
is no buying incentive. 





+ 


Incidence of Illness and of Hospitalization 


The United States Public Health Service has re- 
cently reported a study of illnesses and of hospi- 
talization as they occurred during the three years 
—1928 to 1931—among 39,185 white persons in 8758 
families residing in 130 localities in eighteen states. 
The families studied represented an average cross 
section of the total population, rural, urban and 
metropolitan and of all age and economic groups. 

The study revealed 61.6 hospital cases and 
886 hospital days per year per thousand persons. 
Of the total illnesses 7.5 per cent were hospitalized 
and 12.5 of the disabling illnesses were hospi- 
talized. 

Hospital admission rates varied little with age 
groups except for a large peak among females of 
childbearing age. 

Five specific diagnoses stand out as causes of 
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hospital admission as follows: tonsillectomy, 76 
per cent of all cases; mastoid diseases, 73 per cent 
of all cases; tumors of the female genital organs, 
67 per cent; appendicitis, 60 per cent; salpingitis 
and pelvic abscess, 59 per cent; and deliveries, 40 
per cent. 

Sixty-two per cent of hospital cases were surgi- 
cal and thirty-eight per cent nonsurgical. Sixty 
per cent of all surgical, but only three per cent of 
nonsurgical cases were hospitalized. Bed cases for 
females exceeded those for males for diagnoses 
common to the two sexes but hospital cases show 
little of this excess. 

Hospital mortality was consistently less for 
surgical cases in all age groups (2.3 per cent) than 
for nonsurgical cases (7.3 per cent). 
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Hospital Stores Department and Rationing 





ARKELL B. COOK 


ITH THE ADVENT of rationing the usual 
WV eis provided for on a dollars and 
cents basis lost some of their value, and 
with the extension of rationing to food and the 
introduction of the point system a new feature was 
added which for the moment has greater im- 
portance to some of us, at least, than dollars and 
cents. In former times if we did not spend our 
money wisely there were several courses open to 
us to correct our errors. Today, however, at least 
at the outset of rationing the point system does not 
appear to offer the same flexibility. Therefore, we 
must have accurate and up to the minute informa- 
tion regarding the point situation in our institu- 
tions. 


Stores Cost and Purchase Record 


At the University Hospital a Hospital Stores 
Cost and Purchase Record (See Form 1) has 
been maintained in connection with the perpet- 
ual inventory cardex system. This record should 
not be confused with the regular purchase de- 
partment records which are kept in the purchas- 
ing department. The purpose of the Hospital 
Stores Cost and Purchase Record has been to facil- 
itate the reordering of supplies from already estab- 
lished vendors and also to provide the source for 
routinely pricing requisitions. This record provides 
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e@ Arkell B. Cook is Assistant Director of 
the University Hospital, Ann Arbor, Mich- 
igan. 








information regarding the minimum and maxi- 
mum quantities, the location of the item in the 
stores department and in addition the date or- 
dered, the order number, and the quantity ordered. 
There is also information regarding the date re- 
ceived, the firm from whom the goods were re- 
ceived, the receiving report number and the 
quantity received. The next section provides in- 
formation regarding the payment for the goods 
and the final section indicates the delivery number 
and cost per unit. We assign a delivery number 
to each day’s receipts in the stores department 
and all issues are made by reference to this deliv- 
ery number. With the introduction of the point 
system it seemed advisable to tie this into our 
regular stores records in so far as this was possible. 
The Stores Cost and Purchase Record was revised 
to allow for recording the weight per unit, the 
factor which has been assigned by the Office of 
Price Administration and the points per unit. By 
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revising our regular requisition to allow for re- 
cording the point value per unit (See Form 2), 
it is possible to record both the price per unit and 
the value per unit or unit points on the requisition 
at the same time. Inasmuch as the various ship- 
ments of the same item do have different weights, 
this provides for assigning the correct number of 
points per unit to shipments of slightly varying 
weights. 


The Requisition Form 


In changing the requisition we also included 
an additional copy; this is now made up in quad- 
ruplicate. In numbering this series the number 
has been prefixed by an “R” for rationing. All the 
other requisitions at the University Hospital are 
prefixed by an “A”. When a requisition is made 
up in a department, the fourth copy is retained 
and the original, duplicate and triplicate, after 
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being approved by the department head and the 
administration, are forwarded to the hospital stores 
department to be filled. When received, the tripli- 
cate copy is filed in the stores department as a 
follow up. These are placed in numerical order by 
departments so that they may be easily found 
when necessary. The original and duplicate copies 
are then sent to the grocery division to be filled. 
The carbon paper is retained between the first and 
second copies and as the grocer fills in the quantity 
being issued, this information is also recorded on 
the duplicate copy to eliminate recopying this in- 
formation. After the quantities have been filled in 
by the grocer and before the supplies leave the 
storeroom the original and duplicate copies of the 
stores requisition are returned to the stores office 
where they are priced, pointed, and extended for 
both amount and total points. 


Our former practice was to have the person 
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receiving supplies sign the original copy of the 
requisition which was returned to the stores de- 
partment and kept as a permanent record. This 
caused some delay since it was not always possible 
to return them promptly to the stores office. To 
speed up the clerical processes the original copy 
is now signed by the delivery man and retained in 
the stores office to be sent through the usual ac- 
counting procedures. The duplicate which has also 
been extended for the amount and total points 
goes with the supplies to the department. Inas- 
much as the delivery man has assumed responsi- 
bility for the goods, he has been given a small note 
book in which is recorded the date, requisition 
number and the signature of the person receiving 
the goods for the department. 


The Rationing Record Form 


A new Rationing Record form was developed 
to keep an up to the minute record of the point 
situation. This record (See Form 3) is used 


as a control account and the total points as- 
signed to the institution for the month are re- 


corded under the caption Monthly Quota. In the 
space provided for the requisition number the 
department number is recorded on the control 
account. In the next column the total points issued 
on this date are entered followed by the total 
points issued to date and finally the available bal- 
ance or points not yet used are shown. A separate 
rationing record is kept for each department and 
the information recorded on the several depart- 
mental rationing records must of course agree 
with the controlling account. Once each week a 
report is forwarded to the chief dietitian indicat- 
ing by departments the total points issued for the 
week, the total points issued to date this month 
and the total points available for future use. 


The form used in taking the physical inventory 
was revised to show the weight in pounds and 
ounces, point value per unit and total points (See 
Form 4). 


It will no doubt be necessary that we make 
many more changes as we proceed with rationing 
but this is the way we met March 1, 1943. 
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Plans for National Hospital Day 


bration Do the Hospitals Want on National 

Hospital Day?” have been coming in from 
members of the Advisory Group on Public Edu- 
cation, and a few typical examples are here 
quoted: 


T® REPLIES to the question: “What Type Cele- 


“It is suggested by the majority of adminis- 
trators in this area, that there be a discon- 
tinuance of the annual NHD observance and 
open house program, and that all publicity in 
connection with the occasion be coupled with 
the Nurse’s Recruitment Program.” 


“Because of the overcrowded condition of 
hospitals in this area, and the shortage of 
nurses and other personnel, the usual Open 
House seems almost impossible this year.” 


“We had thought of making the central 
theme of our observance ‘The Need for More 
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Student Nurses During the Emergency’. 


Since most of the replies are in this vein, the 
Council on Public Education has arranged with 
the OWI, with the National Nursing Council for 
War Service, and with the other interested groups 
for the development of a program which dispenses 
with certain formalities of previous years and 
concentrates its appeal on the groups of young 
women who may wish to become nurses or nurse’s 
aides. 


On the opposite page are pictured available ma- 
terials which are free or for sale at cost to member 
hospitals of the American Hospital Association. 


Item No. 1 is the official poster which will 
be used by the National Nursing Council for 
War Service, New York, various nursing 
groups, and the OWI. It is in four colors and 
the completed posters will carry the captions 
“Save His Life and Find Yours” and “Become 
A Nurse.” The poster will be available by ap- 
plying to the regional offices of the OWI or 
the State Nursing Councils for War Service, 
and 1,500,000 copies are to be printed. 


Item No. 2 is the Nurse Recruitment folder. 
This is in one color, size 9x 12, two folds. It 
fits a No. 10 envelope and is intended for dis- 
tribution to high school seniors, to college stu- 
dents and to any interested persons. They will 
be available without cost. 
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Item No. 3 is the Nurse’s Aides folder. It is 
designed to appeal to the interests of women 
who may have spare time to give to the 
hospitals. 


Item No. 4 is a folder, previously offered to 
hospitals, and distributed to the total of 600,- 
000 copies. It offers advice to the patient and 
hospital visitors as to the contributions they 
can make to hospital efficiency. 


Item No. 5 is the War Service Emblem for 
Hospital Employees. These are available at 
cost. The pin is in three colors and makes an 
attractive emblem for hospital personnel to 
wear. Several administrators have suggested 
that the presentation of these pins on NHD to 
the hospital personnel has interesting picture 
and story angles for the newspapers. 


Item No. 6 is a folder of Speech Material. 
The simplest participation in the National 
Hospital Day observance is to have news- 
papers, radio stations, pulpits, clubs, schools 
and every other conceivable group talking 
about hospitals. In this folder you will find 
basic speech material, easily adaptable by any 
busy administrator to the occasion he has in 
mind. 


Item No. 7 is a folder of Newspaper Pub- 
licity. The stories in this folder need only an 
insert of the name of the participating hos- 
pital, and may be elaborated into feature ma- 
terial depending on the interest and time you 
wish to devote to their use. 


Item No. 8 is a file of Radio Material. Al- 
though arrangements are now being completed 
to bring the story of the service of our hos- 
pitals to the attention of millions through the 
major radio chains, an even more effective 
method is to use local radio stations, local 
talent, local appeals. 


In addition to furnishing these aids to your ef- 


fective observance of NHD with a minimum of 
time and trouble, the Council on Public Education 
lists on page 82 the members of the Advisory 
Group so that you may call on them for any co- 
operation required. The May issue of HOSPITALS 
will carry a list of NHD aids available through 
manufacturers of hospital supplies. 


R. F. CAHALANE, Chairman 
Council on Public Education 
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“1. a Kationing P. rogram 
asl Hospitals 


The short period during which food rationing 
‘has been in effect has demonstrated clearly that 
the program as now instituted can not be applied 
to hospitals without material and more liberal 
increases in food allotments to our institutions. 
The plan is not workable without curtailing the 
food of hospital patients and those who serve them 
to a point where serious results from insuffi- 
cient, unbalanced and unsatisfactory food can be 
anticipated. 


The sick in our institutions would never con- 
sume, in the aggregate, the amount of food they 
use in their own homes when they are in good 
health. Proper diet is just as important in the 
treatment of disease, often of more importance, as 
any remedial measure. Yet under the existing 
point system the varied and needed nutritional 
treatments for the sick either cannot be obtained 
in sufficient quantities, or if they can be obtained, 
the delay occasioned by red tape is a serious ex- 
perience for the patient. The same applies to the 
personnel. 


It is not easy to change the food habits of 130 
millions of people, 10 per cent of whom are in 
poor health and one million of whom are patients 
in our hospitals constantly. All this is appreciated 
by our hospitals. But when any program, food 
rationing or otherwise, threatens to increase the 
hazards of illness to a point where the patient’s 
health and life may become endangered, then the 
needed adjustments should be made promptly 
and placed in operation. 


Hospitals in their desire to cooperate with the 
Government programs have sacrificed many things 
that are essential to good hospital care. They have 
seen their residents and interns, their nurses, and 
technical help taken from them without replace- 
ment and their professional staffs reduced to a 
point far below the point of safety to the patient. 
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Sditatials 


Lay people have left positions which they valued 
during depression times to seek work at rates of 
pay no hospital can meet, and this without hin- 
drance and at times with the assistance of Gov- 
ernment officials. 


Hospitals have been denied needed equipment, 
repair parts for maintenance, priorities and other 
authority for materials and labor to build needed 
new units and almost everything else that 
a good hospital should have to provide good care 
for their sick, and comfortable living conditions 
for their employees. The Government has asked 
for cooperation and the hospitals have cooperated. 
Government has asked for and received far more 
from civilian hospitals than it has ever given to 
them. 


The hospitals fully appreciate that our country 
is at war. Probably no class is more war conscious 
than the people who are sick in hospitals and 
those who work in hospitals. But if our war is to 
be prosecuted to an early victorious conclusion 
our people must be properly cared for when ill 
and restored to health and strength at the earliest 
possible moment. Neither one nor the other can be 
accomplished by denying proper food and suffi- 
cient in quantity for hospital patients and em- 
ployees. 


The only people who will look after the hos- 
pitals’ interests are the hospitals themselves, indi- 
vidually and through their national associations. 
They can be in no worse position if they enlist 
the interest and support of the public. Certainly, 
conditions should not be permitted to grow pro- 
gressively worse. Hospitals should make their needs 
known and insist that the Government cooperate a 
little with hospitals, and on its own initiative. 
The civilian sick should come next to the soldier 
when the welfare of the individuals who compose 
our nation is under consideration. A satisfactory 
allotment of food for patients can be made without 
increasing the total food consumption and this 
should be insisted upon. 


















P ihe in Wartime 


There has never been a time in the history of 
the modern hospital when so many urgent prob- 
lems have confronted us in such rapid succession, 
in so short a period of time. Foresightedness is 
always helpful but, in itself, it cannot solve these 
problems. The profession of hospital administra- 
tion has always been in training for emergencies 
and has, indeed, dealt with them successfully, but 
the present emergencies require something more 
than training. The man who can be trusted with an 
automobile is the man who reacts instinctively in 
a crisis and does the right thing at the right split- 
second, without passing through the various 
mental processes which time permits him under 
normal circumstances. So is it in the hospital! 


We cannot turn to our textbooks when the 
bombs fall. We cannot stop to take counsel with 
each other, nor can we change or add to our 
trained personnel at such a time. We must save 
or prolong life under conditions of great urgency. 
War has, indeed, shed a lurid light on this aspect 
of our work. We must be ready to face disaster 
bravely, while making every effort to mitigate it. 
It is clearly our duty at such a time to give pref- 
erence to our curative function and to minimize 
the seriousness of the casualties. 


As in time of peace, when we defer to the de- 
partment of health in the matter of infectious 
diseases, to the police department in the matter 
of crime and to the fire department in the presence 
of a conflagration, so, in time of war, we must 
defer to the protective forces and take general 
orders in military emergencies. We must never 
forget our first duty in hospitals is to care for 
the sick and the wounded, if they cannot be cared 
for otherwise. All distinctions fade automatically 
in the face of such necessity. The hospital asks no 
more questions. Race, creed and color lose their 
significance at such a time. Rich and poor share 
equally in our bounty. Money seems, for the time 
being, to have lost its value. All thoughts about 
hospital economics, budgets and deficits, fade from 
our minds as we stretch out our arms to help. We 
learned such things all over again in our hospital 
experiences with the Cocoanut Grove fire in 
Boston. 


Let us not lose heart, though our burdens seem 
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oppressive at times. We have, indeed, creative op- 
portunities in these days of crisis that are given 
to few human beings to realize. If we make the 
most of them we shall have cause for pride because 
our institutions for the sick will deserve to move 
into a brighter future with the advent of peace. 


E. M. B. 
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The president recently announced to the Con- 
gress and approved the recommendations of two 
reports prepared by the National Resources Plan- 
ning Board dealing with immediate proposals for 
social security, and post-war organization of the 
national economy. 


The immediate proposals include “cash benefits” 
for persons whose work is temporarily or per- 
manently interrupted by sickness or accident, but 
no provision for health “services” to workers or 
their dependents. 


Does the absence of health service insurance im- 
ply that the Resources Planning Board considers 
partial cash indemnification for wages lost during 
sickness as sufficient to assure workers and their 
families of necessary hospital, medical, dental and 
nursing care? Probably not. Such an assumption 
is too naive for serious consideration. The omis- 
sion of health service insurance from the immedi- 
ate recommendations may be explained by other 
more practical considerations. 


First. The administration of service is a more 
difficult task than the disbursement of cash. Health 
service insurance may be scheduled for a later 
date, when administrative and actuarial data with 
disability payments for wage-loss have been 
accumulated. 


Second. Important professional, civic, and in- 
dustrial groups have already begun widespread 
voluntary programs for certain types of health 
services. The largest movement of this type is, of 
course, the 77 Blue Cross hospital service plans 
which have enrolled 11,000,000 persons in 150,000 
groups, large and small, and are now available in 
36 states which contain 90 per cent of the Amer- 
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ican population. Other important forces are the 
many industrial health services of large business 
enterprises, some of which have been expanded 
during the emergency, to include the dependents 
of the workers. In addition, many stock and mu- 
tual insurance companies are offering indemnifica- 
tion for the costs of hospital and surgical services. 


Prosperity derives from the efforts of healthy 
efficient workers, not from the care of disabled or 
superannuated citizens. It is work, not leisure 
(whether voluntary or forced), that creates eco- 
nomic goods and services. Social insurance to 
avoid “want” is desirable. But social security is 
a necessary overhead cost, not a primary product, 
of organized human effort, the main purpose of 
which is to produce goods and services and to dis- 
tribute them with reasonable regard to each indi- 
vidual’s contribution. 


American ingenuity and humanity are to be 
given further opportunity to distribute health 
service on a voluntary basis. Whether the extra 
time has resulted from administrative caution, or 
from confidence in present or future voluntary 
plans, is beside the point. The people and their 
leaders will judge the adequacy of voluntary 
health service plans by the number of people en- 
rolled and by the scope of health services thus 
made available. 


But immediate and courageous action is neces- 
sary. Cautious advances by a group of conservative 
organizations will not satisfy current demands for 
adequate health service on the prepayment (insur- 
ance) basis. Slow growth will merely provide a 
foundation or example from which other groups 
will construct more widespread and comprehen- 
sive plans. 


Blue Cross hospital service plans are an im- 
portant instrument in the equitable distribution 
of hospital care, and they will succeed to the de- 
gree that they are convenient, comprehensive, and 
economical. All eyes should be held to this goal, 
and every effort strained towards its accomplish- 
ment. C. R. R. 


Our enhaavaled with whe, 
Pp 


It is of considerable importance to us in the 
field of hospital administration that no one looks 





upon recent pronouncements from authoritative 
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labor quarters, foregoing the right to strike in 
hospitals, as a “victory” for our cause. It has al- 
ways been our contention that hospital workers 
should be adequately paid and that their comfort 
in the hospital should be secondary only to the 
comfort of its patients. We have asked that the 
employer and employee relationship in hospitals 
be clearly understood in the light of the special 
problems of the sick whom both have entered 
into partnership to serve. We have denied the 
right of anyone to strike against the public health 
at any time, and we are now encouraged in our 
stand by those who know the conditions of the 
worker best—his own representatives. 


Labor has added considerably to its strength by 
discarding this powerful offensive weapon. Such 
pronouncements do, indeed, put the matter square- 
ly up to us. It is as if the worker were to say: 
“I am underpaid, and hope you will consent to 
examine the facts with me so that an adjustment 
in my salary can, if possible, be made. I might 
claim my voluntary surrender of the legal right 
to strike as underpayment in a sense, because I 
have foresworn the use of it in my ministrations 
to the sick. But it is not underpayment of this 
kind of which I complain. Indeed, I accept such 
a handicap as part of my contribution to hospital 
service. I seek equitable remuneration for this 
service, and I do so in the certainty that you are 
no more interested in underpaying me than I am 
in being underpaid.” 


No one can, with a good conscience, accept such 
a statesmanlike pronouncement from the repre- 
sentatives of labor without making the courteous 
response, and this should consist of a thorough 
searching of our administrative souls, as well as 
of our payroll principles and practices in hospitals. 
We must welcome a decent approach, if it is made 
in a spirit of mutual helpfulness. 


We have maintained that philanthropy will 
never refuse help in the financing of worthy proj- 
ects in charitable hospitals, whether they be cura- 
tive, educational or investigative in character. The 
safety of our patients may require greater con- 
tentment in those who are employed to serve them. 
Philanthropy will again be generous, in the inter- 
ests of the sick, when convincing evidence is at 
hand to justify an increase in payroll costs. 


E. M. B. 
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P fanning for ihe , 


Hospitals have a large stake in any post-war 
planning for social and welfare services. There has 
been much debate and some formulas have been 
advanced, all general in their nature. As usual, 
little thought is given and less is said about the 
position of hospitals in the post-war picture. Time 
is marching on. World order will replace world 
derangement. The hospitals must define their 
proper sphere and take their right place in the 
reorganization of social and welfare programs. 


A bill has been introduced in Congress to estab- 
lish a congressional committee to study the whole 
range of hospital service in this Country. At least 
one large foundation has interested itself in the 
study of the future health program, in which hos- 
pitals are included. No doubt the Government 
itself will at some time give due consideration to 
this important phase of a reconstruction program. 

Hospitals themselves, and through their national 
associations, should be preparing their own stud- 
ies, assembling pertinent data and giving thought 
to programs and policies that conceivably would 
be of great value to any authoritative post-war 
planning body, either voluntarily created or estab- 
lished by law, within the Federal Government. 
If this is neglected, such information as can be 
supplied will be assembled by persons indiffer- 
ently acquainted with the professional perform- 
ance of hospitals and their future security. 


The American Hospital Association should set 
up its own study committee, directed by a perma- 
nent appointee who is an experienced hospital 
administrator. This committee should work as a 
special committee with its functions well outlined 
and approved by the House of Delegates. It should 
be prepared to present the hospital viewpoint, 
supported by statistical data, to any larger body 
to whom post-war planning has been delegated. 

The interests of hospitals are of too large an im- 
portance to the public to be neglected. This is one 
way and probably the best way by which these 
interests can be protected. 


» § . oe SD dihilion 
Hospital Exhibit 


Some twelve years ago the American Hospital 
Association was granted exhibit space in the Med- 
ical Section of the Smithsonian Institution. Over 
forty transparencies illustrating the development 
of American hospitals were nicely arranged around 
three sides of a quadrangular space. Each trans- 
parency was accompanied by a descriptive label 
giving the information that the exhibit was the 
gift of the American Hospital Association. 


The Curator of the Institution advises that this 
exhibit is of particular value and is visited by 
many thousands of people each year. The entire 
Section is devoted to the development of medicine 
and auxiliary services in this country. 

Ten of these transparencies are to be replaced. 
In order to bring the exhibit up-to-date it is desired 
to have ten colored transparencies illustrating re- 
cent innovations in hospital development during 
the past fifteen years, such as blood banks, cancer 
clinics, and modern out-patient departments. The 
name of the hospital does not appear on the trans- 
parency but views supplied by hospitals will con- 
stitute a worth while contribution of a permanent 
nature and will be located in one of the best 
known of American institutions. If the glossy 
photographs are sent to the Association, selections 
will be made and the expense of coloring, enlarg- 
ing and installing will be taken care of by the 
Association. 


It is exhibits of this character, educational in 
purpose, that show to the public the development 
of hospital service and the improvement in the 
care of the patient. In orderly progression it illus- 
trates the development of our American hospital 
system, since its beginning. It is the only exhibit 
of the kind in the United States and probably the 
only one in the world. The Association takes a 
great pride in developing this display and keeping 


it up-to-date. 
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purchase of hospital supplies—changes which 

I hope will remain after the war. A few ex- 
amples of what has happened since the war began 
are not only interesting but indicative of what our 
purchasing policies should and could be. 


T= war has produced profound changes in the 


In the item of utensils, for example, where for- 
merly there were six different sizes of sponge 
basins, the manufacturers are now producing only 
one. Pus basins have been reduced from four 
styles to one, solution basins from seven styles to 
only one, and instrument trays from ten to two. 


Nurses’ uniforms ran a regular gamut of styles 
and fashions, with pleats, tucks and other fancy 
trimmings—now they are simplified to an all 
straight line uniform, and with a three inch hem 
instead of the six inch hem they formerly had. 
Judging from some of the frilly ones, and I might 
even add “silly ones” I have seen in the past, it 
is like a change from a zoot suit to an ultra-conser- 
vative model. 


Patients’ bath robes, formerly having three 
pockets, are now limited to only one pocket. Sur- 
geons’ gowns for years and years have had a re- 
inforcement about three inches wide around the 
top of the gown and part way down the front— 
probably because the first manufacturer had a 
piece of material left over which he did not know 
what to do with and did not want to waste—this 
reinforced yoke has been eliminated. 


Furthermore, where prior to the war, hospital 
garments were made of bleached and unbleached 
jeans, bleached and unbleached sheetings, of dif- 
ferent counts from 48 square to 80 square, drills, 
poplins, indian heads and so forth, now the manu- 
facturers are using only jeans and unbleached 
sheeting. 


Recently, I was talking to a manufacturer sup- 
plying garments to some of this country’s largest 
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industrial plants. It was interesting to learn that 
his factory has been manufacturing and selling 75 
to 80 different styles of garments. When the WPB 
got through with them, the seventy-five to eighty 
different styles had been cut to three or four. And 
this man said he was glad of it. Why? Because in 
order to meet competition or keep ahead of his 
competitor he was not only increasing his over- 
head and the cost of the garment, but was on a 
much slower production basis, due to the fact that 
he was turning out frills when he could have 
stepped up his production on straight line mer- 
chandise. 


Benefits through Standardization and 
Simplification of Supplies 


So we can readily see that due to necessity— 
with shortages of practically every type of ma- 
terial—manufacturers by the request of the Gov- 
ernment, and in cooperation with the hospitals, 
simplified the numbe® of products they manu- 
factured. Benefits to the war efforts by the use of 
these savings in material and manpower are obvi- 
ous. The direct benefits to the hospitals were lower 
costs, smaller inventories and, to some of us, 
realization that hospitals can get along efficiently 
with a smaller variety of supplies. Many of the 
things we accepted as absolutely necessary in the 
past, and which possibly were purchased at the 
request of some “prima-donna” in the hospital, 
were found to be superfluous. 


It has been generally accepted by students of 
purchasing, that purchasing in hospitals can be 
materially improved by adopting a policy of 
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simplification. Simplified practice is a method of 
eliminating avoidable waste—the reduction of an 
excessive variety of products and methods. In 
plain slang, it is “getting the mostest done with 
the leastest” so as to save money and time. 


Practicing Simplification 


Although I have never met a purchasing agent 
or superintendent who ever disagreed with the 
above policy, very few have actually practiced 
simplification in hospital purchasing to as great 
an extent as is possible. The reason for this is due, 
in a large measure, to the ultra-conservatism of 
our hospital thinking and a policy—in so far as 
purchasing is concerned—of doing what we have 
always done in the past. 


In any institution operated not for profit, with 
its purpose the conservation of lives, the conserva- 
tion of the hospital dollar is naturally subordinate 
to the health of its community but, the dollar 
could go farther, much farther, by adopting and 
practicing simplification. 


Substitutes 


With shortages of materials to become even 
more pronounced this coming year, and with our 
own inventories gradually becoming decreased, 
we are forced to find such subtitutions as will 
adequately fill requisite needs in place of critical 
products that are presently still in use. 


Industry has helped by suggesting and manu- 
facturing substitutes; however, with practically 
every plant and industry keyed to greater and 
greater war and defense production, the genius 
and planning of industry tends more to improve 
and fill war production rather than civilian needs, 
and we must do a little thinking on our own, and 
make tests in the use of various possible substi- 
tutes that can be used as replacements when crit- 
ical products become impossible to secure. 


A couple of examples of substitution that may 
prove of great value, are a viscose tubing to re- 
place rubber tubing for transfusions and a liquid 
plastic for replacing galvanizing. 


The great majority of us may feel these efforts 
are only a present day necessity, a patriotic duty. 
That this is fine as a temporary expedient just for 
the duration and that after the war, with materials 
again plentiful, we can return to that laissez-faire 
policy of purchasing—which has always meant 
wasted and misspent dollars. Many of us probably 
will do this—simply because we are human. The 
manufacturer will produce extra special sizes and 
varieties to have the so-called selling jump on his 
competitor and we buyers will forget that we did 
get along with a smaller variety. To those of us 
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who appreciate the value and benefits of a well 
operated purchasing department, where the study 
and practice of a policy of good management is 
something that has as part of its compensation, 
pride, and gratification in a job well done, in in- 
directly helping spread good health by spreading 
the use of the hospital dollar, to those, this war 
will teach the value of substitution, the benefits of 
simplification and standardization, and the realiza- 
tion that the savings we are making today out of 
sheer necessity can be just the beginning of much 
greater savings after the war. 


Post-War Purchasing for Hospitals 


This war has made us all realize, more than ever 
before, the importance and true functions of pur- 
chasing in hospitals. Only two years ago, the first 
Institute on Hospital Purchasing was held, and 
the interest that was shown at that meeting was 
a forerunner of a growing realization that efficient 
purchasing in hospitals is an integral function 
necessary to the welfare of the hospital. 


At the American Hospital Association War Con- 
ference in St. Louis, a committee was appointed by 
the Council on Administrative Practice of the 
American Hospital Association, to further the 
regional development of purchasing. Its function 
is to foster purchasing programs at all hospital 
meetings and conventions throughout the country. 
More and more hospital conventions which hereto- 
fore took purchasing so much for granted that it 
did not even find a place in their program, are now 
adding purchasing sections at every convention. 


The hospital field is essentially different from 
industry—it is not a competitive field but is a 
humanitarian field. While hospital purchasing 
agents cannot, as a matter of ethics, divulge what 
they are paying for some product, there is ab- 
solutely no conceivable reason why they cannot 
discuss and exchange ideas on substitutions, stan- 
dardizations, simplifications, purchasing problems 
and so forth. 


Hospital Buyers Association 


In Chicago, we have initiated what we believe 
is the first hospital buyers association in a large 
city. We meet regularly, discuss priorities, sub- 
stitutes, trends and other purchasing problems. 
We meet monthly and have representatives ad- 
dress us from both industry and the government. 
Whether it be “food,” “surgical supplies,” “priori- 
ties” or “rationing,” they are always happy to give 
us the benefit of their knowledge. The values we 
have received are sufficient to recommend the for- 
mation of similar groups in other cities. Our war- 
time policy for purchasing must be to standardize 
and simplify. This can be initiated by forming 
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a simplification committee in our own hospital, 
consisting of the superintendent, the purchasing 
agent, and various department heads. This com- 
mittee can decide which items are essential. We 
should purchase only such products which either 
can be uniformly used or have multiple uses. For 
example, where formerly we have been buying 
5ec and 10cc syringes, we can buy the 10cc only, 
which can be used for 5cc injections, intravenous 
work, as well as other types of injections. Where 
twenty inch sutures will do the job, why use reg- 
ular sixty inch sutures, thereby wasting forty 
inches of catgut. We can use smaller sizes of luer 
needles wherever possible and simplify and stand- 
ardize on the lengths and gauges. I understand the 
Army recently changed their specifications on 25 
gauge 5%” needles to 25 gauge %”. This 4” dif- 





ference in size, if followed by other hospitals, 
would mean a savings of miles of stainless steel 
tubing. 


To further expand and enlarge on the initial 
work and benefits of the individual hospital simpli- 
fication committee every city should form an asso- 
ciation of hospital buyers. This will afford an 
opportunity for discussing mutual problems and 
benefiting by an interchange of ideas. 


If we purchase our hospital supplies on a policy 
and program based on standardization and sim- 
plification with an open mind towards the use of 
substitutes—and the only post-war planning we 
will have to worry about, is not to revert to pre- 
war buying. 
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Committee for the Regional Development of Purchasing 


During the past months, our hospitals are being 
faced with ever increasing problems on shortages, 
substitutions, priorities, rationing, etc. 


Recognizing the fact that fundamentally these 
are procurement problems, the Council on Admin- 
istrative Practice of the American Hospital Asso- 
ciation, has appointed a Committee for the Regional 
Development of Purchasing. 


The function and goal of this committee is to 
develop and foster the growth of a better under- 
standing of purchasing—its problems and solutions. 


This committee, in its plan to achieve the goal 
committed to it by the Council on Administra- 
tive Practice, has set up two objectives: 


1 To see that the subject of “Purchasing” be- 
comes a part of the program of all annual 
sectional, regional and national hospital 
association meetings and conventions. 


(a) By helping the individual Associations 
initiate a purchasing program where 
none has been previously included. 


(b) By helping them make their planned 
program more attractive, if purchasing 
has been previously included. 


2 To arrange, through individual state asso- 
ciations, the inauguration of a purchasing 
group in each city (if there are many hospi- 
tals in the city); or in each county or group 
of counties (where hospitals are scattered). 





April 1943 





These groups to consist of hospital purchas- 
ing agents, and administrators who do their 
own purchasing. 


The purpose of these group meetings is to 
provide a medium for the exchange of ideas 
and thoughts pertaining to problems of pri- 
orities, substitutions, shortages, rationing, 
etc. This has already been initiated in Chi- 
cago, where a Chicago Hospital Buyers As- 
sociation has been formed. Its members 
meet monthly and discuss these and other 
purchasing problems. (No group buying is 
done.) Representatives from both industry 
and the government are guest speakers at 
the meetings. The values and benefits mem- 
bers receive are very helpful in solving their 
purchasing problems. 


To carry out the above program, which has al- 
ready received an excellent response, it will be 
necessary for each state association to appoint a 
committee to work with the Committee for the 
Regional Development of Purchasing towards its 
fulfillment. 


“Time is of the essence,” and in order to secure 
the decided benefits that will be derived by the 
establishment of these city and county group 
meetings, it is urged that a Committee be appoint- 
ed without delay. 


Sincerely, 
CHARLES O. AUSLANDER, Chairman. 






71 














Medical Charting and Recording 


Simplified Methods 


ALICE G. KIRKLAND 


NEW ORDER is in the making and the soft, 
A easy ways are gone. Our whole structure 

of life is changing, all industry is being 
streamlined to meet the ever increasing demands 
upon it—and hospitals are no exception. Each de- 
partment has its problems, including the record 
department. 


Let us ask ourselves, what record librarians can 
do to help meet this situation. We have many ex- 
amples of what initiative and enterprise can do. 
Look at our shipbuilding industry alone. By scrap- 
ping old methods and employing new ones, the 
increase in the number of ships built is a marvel 
to all. In a similar manner we must make every 
effort to increase the efficiency of our own depart- 
ments. 


We must bear in mind that there are different 
types of hospitals and what might work in one 
instance might not work in another. It is up to 
each medical librarian to study the needs of her 
own institution. There are, however, some prob- 
lems which we all have in common. 


What record librarian is not faced with an in- 
creasing number of patient’s records as our hos- 
pitals are being crowded to capacity and the stay 
shortened? With so many of our doctors in the 
service and the lack of interns and residents, a 
very heavy burden is left on those remaining, and 
the writing of medical records has already become, 
and will continue to be, an increasing burden. Our 
greatest achievement as record librarians will be 
in putting forth every effort to help maintain the 
high standard of these records. This is not only 
important from the standpoints of the future wel- 
fare of the patient and medical research, but also 
for the hospital as a whole. We should all adopt the 
slogan of the recent Institute for Medical Record 
Librarians held at Duke Hospital, “War or no war, 
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we must have adequate medical case records.” 
How are we going to do this? 


You know the old saying, “Out of the mouths 
of babes,” so out of the mouth of one record li- 
brarian student comes this suggestion: “Why not 
simplify the work in the department and give 
more time to assist the doctor in writing his rec- 
ords?” Accordingly, when our hospital was faced 
with an increasing number of industrial accident 
cases and with new doctors accustomed to writing 
only brief industrial records, we solved the prob- 
lem by sending a stenographer from the depart- 
ment to make rounds with the doctors and take 
the reports at the bedside—histories, physical ex- 
aminations and progress notes. The increased 
value of the records was instantly apparent. 


The Value of Dictaphones 


If dictaphones are available, they constitute an- 
other method of speeding up the preparation of 
records. The doctors may object at first to using 
the dictaphone, but will soon see its advantage 
as they can slip in and out of the department at 
any time, day or night, and record the story while 
it is still fresh in their minds. It is not an uncom- 
mon thing now to have several dictaphone records 
waiting for us as we come on duty in the morning. 
This procedure results in better reports than ever 
before. 


If a dictaphone is not available for the doctor’s 
use, he should be able to dictate his report. Or 
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have you thought of taking dictation directly on 
the typewriter? You may have to practice to make 
yourself proficient in this line, but the time saved 
will be well worth the effort. 


In some hospitals where it has been the practice 
for interns to write the histories, senior medical 
students are being substituted for this work. Med- 
ical record librarians with their experience in 
checking records are a potential group which 
might be called upon for this service. 


Streamlining Record Forms 


The question has been raised, can anything be 
done to streamline the record forms without low- 
ering the standard of records? We should always 
keep in mind that essential data must be recorded 
and the case histories must substantiate the diag- 
nosis and justify the treatment given. We, as rec- 
ord librarians, cannot say what is essential infor- 
mation and what is not—that is for the doctor to 
determine—but in checking the thousands of 
charts that pass through our hands, we often see 
data that are, in our opinion, at least, nonessential 
while many of the essentials are omitted. For in- 
stance, we sometimes find lengthy family and past 
histories included in the records of minor cases, 
such as tonsils and adenoids. 


The use of an abbreviated form for minor cases 
might help in this respect. This should provide 
sufficient space for the present illness, essential 
points in the past history, physical examination, 
diagnosis, operation, including findings. One hos- 
pital uses for such over-night cases just one sheet 
of paper printed on both sides which not only in- 
cludes the above but provides for social data, lab- 
oratory and pathological reports, operative permit, 
condition on discharge, doctor’s orders and nurses’ 
bedside notes. In compiling such a form, however, 
care should be taken to provide sufficient space for 
history, physical examination and operative tech- 
nique. 


The Nurses’ Notes 


With so many of our nurses in the Army and 
Navy, we are left with a great shortage of nurses 
for the actual care of the patient. As record libra- 
rians, we are often dismayed when we see so many 
nurses’ notes filled with nonessential material and 
lacking in essential facts. Here again, it is not for 
us to say what a nurse shall or shall not record; 
but we can do our part in tactful suggestions. 


There is one county hospital which is unique in 
the manner in which it records the bedside notes. 
It records only those things which deviate from 
the normal. For instance, if the patient had a good 
night, nothing is recorded, record is made only if 
the patient had a poor night. The routine care of 
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the patient, such as baths, meals, etc., are not re- 
corded. The form is made up as follows: 


Hrs. Urine Stool 12:00 a.m. 3:30 p.m. 7:30 a.m. 
Nausea-vomiting 
location 
Pain 
character 
Care 
Sleep 
Nourishment 
kind 
Treatment ; time 
result 
Dressings 
Intern or { name 
Doctor visited | time 
Medicine 


Unusual happenings 


You will note there is no provision made for 
recording temperature, pulse or respiration. These 
are recorded on the graphic sheet. Nurses could 
save themselves many hours of charting by put- 
ting more information on the graphic and avoiding 
duplication on the bedside notes. 


In reviewing obstetrical records, we find the doc- 
tors most interested in the following items: Con- 
dition of breasts, perineum, fundus and amount of 
lochia. A rubber stamp with these headings 
stamped on the regular bedside forms on all ob- 
stetrical cases will insure the recording of these 
essential items and they will be easily found. 


Efficiency in the Record Department 


We now come to the record department itself. 
Each record librarian should ask herself, “Am I 
doing my work in the most efficient manner down 
to the smallest detail?” It is surprising, with a lit- 
tle thought, just what short-cuts can be instituted. 
Let us remember that it is not always curtailing 
the big things that count, but the many little 
things. Are you duplicating reports? Make it your 
business to find out what reports other depart- 
ments of the hospital are making and avoid dupli- 
cation. 


Perhaps you could assist in the preparation of 
more adequate forms for the various departments 
which would not add a burden to them, but would 
assist you when it comes to compiling your 
monthly report. This happened in our obstetrical 
department. By working out a simple but adequate 
form we did away with the confusion and check- 
ing at the end of the month. By using a daily 
analysis sheet in the listing of discharged patients, 
bringing forward the totals at the end of each 
page, you have all the information tallied at the 
end of the month and all that is necessary is to 
transfer the figures to your monthly analysis 
sheet, A little routine work each day saves many 
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hours of work at the end of the month. We have 
also included infections and causes of death in this 
daily analysis, securing this information each day 
from the doctors if not recorded on the chart, thus 
also saving many hours of work at the end of the 
month. 


Short Cuts in Record Keeping 


Short cuts may be instituted in other ways. 
Have you thought of combining your summary card 
with the patient’s index card? This is a great sav- 
ing in time, filing space and number of cards used. 
The cards start at the admission desk with the 
patient’s name, case number, address, age, doctor 
and date of admission. These cards are sent daily 
to the record department and filed in a temporary 
file. When the patient goes home and the chart 
completed, a red metal tab is placed on the top 
of the card until such time as the cross-indexing 
of diseases and operations may be done. This metal 
tab indicates where the chart may be found in 
the process of this work. As soon as the cross- 
indexing is completed, the card is removed from 
the temporary file, the metal tab removed and 
the card completed; that is, discharge date, final 
diagnosis, operation, if any, and condition on dis- 
missal. The card is then filed in the patient’s per- 
manent file. This is a progressive or perpetual file. 
Adequate guide cards are essential for speedy and 
accurate filing. Keeping a separate card file for 
each year is a waste of material, time and effort. 


Those who employ the serial system of filing 
records will save many hours of re-filing if when 
pulling the old chart, a transfer slip containing the 
new hospital number is placed in the original 
folder or envelope, and the new hospital number 
written at the top of the old record. This record 
is then filed under the new hospital number with 
the new record. This is called the serial unit sys- 
tem and has this advantage—it brings all the old 
records up to the new, instead of the new to the 
old as in the regular unit system. This makes all 
the records more available and saves much time 
in filing. And speaking of filing, the habit of plac- 
ing the patient’s name on the chart container as 
well as the case number wastes a lot of time. The 
case number alone should be sufficient. 


Cross-indexing Diseases and Operations 


We come now to that all-important subject of 


cross-indexing diseases and operations. Too many’ 


times we find record departments deficient in this 
respect, even for several years, usually with the 
excuse, “lack of time.” Hence, valuable material 
which might be used for medical research is lost. 
Some feel that this part of the work is not im- 
portant as the information contained in these files 
is not used by the staff doctors. Let us ask our- 
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selves, are we doing all in our power to stimulate 
the use of this storehouse of information? Perhaps 
the data collected in this file are not adequate and 
you find you have to “pull” the original records. 
The practice of simply recording the case number 
under the various diseases would seem entirely 
inadequate. The more essential data you can put 
on your cross-index cards. This may give the 
doctor all the information he needs without the 
laborious task of not only pulling the records, but 
culling from them the information desired and re- 
filing them. Much has been written on this subject 
which record librarians would do well to study. 


Many of us shy at using the code system of the 
standard nomenclature, but once it is mastered it 
simplifies the work both in recording and refer- 
ence. Those who have not adopted the maternity 
card as described on pages 419-421 of this nomen- 
clature are missing an opportunity to simplify the 
cross-indexing of this particular part of the work. 
We have gone one step further and included the 
newborn record on the same card, as we follow the 
system of combining the newborn record with that 
of the mother’s. Listing the most common diseases 
with their code numbers and having the list easily 
available is a great aid to the person doing the 
coding and assures greater accuracy. 


The Perpetual Diagnostic and Operation File 


Here again, the diagnostic and operation file 
should be perpetual, leaving a line or two, if de- 
sired, to indicate the years. By using a 5 x 8 card, 
triple fold, you can get 260 entries on one card, 
thus saving the constant heading up and filing of 
smaller cards. The visible file for this type of work 
is also a time saver as there is not the constant 
pulling of cards for recording and re-filing. Colored 
cards may be used to differentiate between the dis- 
eases and operations, filing the operation card be- 
hind the disease card, according to code number. 
This saves having two separate files and makes for 
rapidity in recording. 


It is not possible to go into all the various short- 
cuts which may be instituted, the idea being 
merely to stimulate thought along this line. But 
in summing up, let me again stress the importance 
of keeping the standard of medical records high. 
If everything else fails, let it not be that. Rather 
let us bend our efforts to greater efficiency. The 
challenge is here, let us meet it with keen minds 
and a willingness to do our part. It may mean the 
uprooting of some of our cherished ideas and ways 
of doing things, and this is not easy. By using all 
of our initiative and resourcefulness we may fur- 
ther establish our usefulness in this important 
field. 
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The Use of BCG Vaccination Among Medical 





and Nursing Students 


SOL ROY ROSENTHAL, M.D. 


N THE past decade, interest in tuberculosis as it 
affects medical and nursing students has been 
mounting rapidly. At the present time, sufficient 

data have been accumulated to clarify the status 
of this disease in these individuals. 


The recorded facts are: 


1 Tuberculosis is an occupational hazard in 
this group. 


2 The disease, when initiated in these young 
adults, is not entirely benign in character. 


3 The incidence of tuberculosis in students 
who, at the beginning of their training, do not 
react to tuberculin is higher than in those who 
do react. 


4 Our present methods of minimizing con- 
tact with the tubercle bacillus in the environ- 
ment of these individuals, though of para- 
mount importance, are not infallible. 


5 Some complementary procedure is needed 
to reduce the incidence of the disease in this 
category. 


Tuberculosis Is an Occupational Hazard in 
This Group 


In a compilation of representative reports from 
this country and abroad of the incidence of tuber- 
culosis among medical and nursing students, the 
morbidity ranges from 0 to 13.6 per cent. The vari- 
ation is understandable considering the differences 
in geography, race, degree of exposure, interpreta- 
tion of x-ray films, etc. In the 4126 white student 
nurses listed in the United States, there were 157 
cases of tuberculosis, or 3.56 per cent. For the 4475 
medical students in this country, the percentage 
was 1.7. These figures surpass those of young 
adults working in non-medical fields where no 
special hazard exists. Specific examples for each 
group are as follows: In Saskatchewan, the rate of 
admissions to the sanitarium was 0.15 per hundred 
from the normal school as well as from the general 
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female population (20 to 24 years), as compared to 
1.44 per hundred from the nursing schools. At the 
University of Pennsylvania (1935-1936), the in- 
cidence of tuberculosis among the undergraduates 
was 0.6 per cent, among freshmen 0.3 per cent, law 
students 0 per cent, whereas among the medical 
students it was 5.8 per cent. These are but some 
of the numerous reports of a similar nature. 


It is not difficult to understand why a group of 
individuals at an age when they are most suscept- 
ible to tuberculosis, in an environment where the 
tubercle bacillus is constantly present, and who 
are subjected to arduous work which taxes the 
mind and body, will develop the disease more fre- 
quently than those not so subjected. 


The Disease When Initiated in These Young 
Adults Is not Entirely Benign in Character 


The view that tuberculosis, in young adults who 
were known not to have reacted to tuberculin, is 
a benign process is untenable. In reviewing the 
literature and by personal communication with 
many authors, it was learned that a substantial 
proportion of these cases needed institutional care. 
The mortality was not high, but it was believed 
that the early diagnosis rather than the nature of 
the lesion influenced the prognosis. The x-ray find- 
ings were often of an infiltrative nature not distin- 
guishable from the so-called reinfection type of the 
disease. The report of Myers et al substantiates 
the above point of view. Of the 137 originally nega- 
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tive reactors (nursing school No. 1), eleven devel- 
oped the pulmonary form of the disease during 
training. Of these, two died, one of ulcerative and 
the other of caseous pulmonary tuberculosis. Of 
the remaining nine, eight required on an average 
of two years of treatment (one left school). Only 
one did not require treatment. 


Israel, Hetherington and Ord state that of 34 stu- 
dents originally negative to tuberculin who de- 
veloped pulmonary tuberculosis, five were rapidly 
progressive, ten slowly progressive, and nine retro- 
gressive, five had pleurisy and five were undeter- 
mined. They believe that primary and secondary 
infections can follow each other in quick succes- 
sion if exposure is constant. 


Scott of the Winnepeg General Hospital states 
that of the 22 nurses who developed tuberculosis 
(none reacting to tuberculin on admission to train- 
ing) five developed pulmonary tuberculosis appar- 
ently of the adult type, of which two died; six 
developed pleurisy with effusion; nine, erythema 
nodosum; one, tuberculosis of the kidney; and one, 
of the lymph nodes. 


Amberson writes: “In a great number of cases, 
probably the majority, tubercle bacilli are demon- 
strated indicating that the lesion is caseous and 
ulcerous.” On the other hand, Brahdy’s letter 
states: “These lesions are usually symptomless 
when discovered and usually regress or even dis- 
appear without symptoms.” The majority of the 
writers hold a view somewhere in between these 
extremes. 


There can be no question that the so-called pri- 
mary infection in young adults may be progressive, 
and in a high percentage of cases, hospitalization 
and loss of time and monetary compensation is the 
rule. 


The Incidence of Tuberculosis in Students Who 
do not React to Tuberculin at the Beginning 
of Their Training Is Higher Than in the 
Group That Do React 


In the reports where the status of the tuberculin 
test was known at the onset of training, the in- 
cidence of tuberculosis was higher in the originally 
negative reactors. Of perhaps equal significance is 
the fact that the severity of the diseases in the 
originally positive reactors was not greater in in- 
tensity than that of the originally negative reac- 
tors. Indeed, the percentage needing hospitaliza- 
tion was higher in the latter. Ferguson, by personal 
communication, states that among the employees 
who developed tuberculosis, the originally nega- 
tive reactors needing hospitalization was 4.7 times 
as high as the originally positive reactors. Israel, 
Hetherington and Ord found no correlation be- 
tween the progress of the disease and the original 
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reaction to tuberculin. They state: “In the present 
study, primary tuberculosis exhibited no charac- 
teristics of incidence, pathologic type or clinical 
course to distinguish it clearly from the disease de- 
veloping in students known to be long infected.” 


Alt, Barth and Day, reporting on medical stu- 
dents, state: “All of the previously negative re- 
actors developed clinically manifest tuberculosis, 
whereas only 2 of 8 with positive reactions had 
symptoms or signs of the disease.” 


These data strongly indicate that students of 
nursing and medicine who do not react to tuber- 
culin upon entering training are more prone to 
develop active tuberculosis than those who do 
react. Further, it should dispel the view that in 
this group those who have ancient healed lesions 
develop progressive disease to a greater extent 
than those who have no signs of previous infection. 


Our Present Methods of Minimizing Contact With 
the Tubercle Bacillus in the Environment of 
These Individuals are not Infallible 


The necessity for contagious technique has been 
stressed by Mariette, Ferguson, Dobbie and others 
and has been thoroughly described by Oatway, 
and, therefore, need not be discussed here. This 
procedure is recommended for known tuberculous 


patients. However, unsuspected tuberculosis in — 


general hospitals escapes isolation. Plunket and 
Mikol found by routine x-ray examination of pa- 
tients over 15 years of age in 14 hospitals of upper 
New York that 2.6 per cent showed evidence of 
re-infection, of which 1.1 per cent were clinically 
active and 0.6 per cent were not suspected. On this 
basis, these authors estimate that 40,000 unrecog- 
nized cases of pulmonary tuberculosis are probably 
present yearly in general hospitals throughout the 
country. In the Boston City Hospital it was esti- 
mated that 13,654 hospital days per year are spent 
by tuberculosis patients in their general wards 
(Badger and Spink). In Wisconsin, tuberculosis 
accounts for 18 per cent of the total deaths in the 
general hospitals (1933). 


Unless one is to employ contagious technique for 
all patients, the exclusion of tuberculous patients 
from the general wards should begin in the admit- 
ting room, as suggested by Pohle, Paul and Oat- 
way. They report that 3 per cent of 1417 patients 
on admission to the Wisconsin General Hospital, 
in whom tuberculosis was not suspected by ordi- 
nary methods of examination, presented x-ray evi- 
dence of significant character and 0.3 per cent were 
clinically active. 


The hazard incurred by nursing undiagnosed 
cases of tuberculosis must be great if, as is gener- 
ally admitted, students coming in contact with 
known cases of tuberculosis are more likely to 
develop the disease than those not so exposed. In a 
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study of four nursing schools (Myers et al) of which 
two had a tuberculosis service and two did not, the 
incidence of phthisis among student nurses in the 
former two schools was 10.2 and 11.8 respectively, 
while in the latter two it was 2.8 and 4.7 respec- 
tively. In one school where a tuberculosis service 
was required, 80 to 100 per cent of the graduating 
nurses reacted to tuberculin (24.5 per cent reacted 
at the beginning of their training.) In this same 
school, after a discontinuation of the service, 40 
per cent reacted upon being graduated. 


Whether or not our methods of isolation tech- 
nique can be developed to such an extent that the 
infectivity rate among students will be reduced to 
approach zero is problematical. All efforts in that 
direction, however, are of paramount importance, 
and should be constantly fostered. 


The fact remains that the problem of tubercu- 
losis is a serious one among these individuals and 
any procedure that can reduce this hazard should 
be given a fair trial. 


Complementary Procedure Is Needed to Reduce 
Incidence of the Disease in This Category 


The method showing the most promise as a com- 
plementary procedure to the already existing tech- 
niques is BCG vaccination. BCG is an attenuated, 
viable, bovine tubercle bacillus isolated from the 
milk of a tuberculous cow in 1908. After 13 years 
of artificial cultivation it had lost its ability to 
produce progressive disease in animals. Laboratory 
animals inoculated with this bacillus withstood the 
onslaught of virulent tubercle bacilli much longer 
and more effectively than animals not so treated. 
Up to 90 per cent of calves, monkeys and chimpan- 
zees so inoculated withstood reinfection after in- 
timate contact with infected animals. The great 
majority of non-vaccinated animals in this group 
developed or died from the disease (Calmette and 
Guerin), (Wilbert). Vaccination with the Bacillus 
of Calmette and Guerin (BCG as it is now called) 
was begun in humans in 1921 by Weill-Hallé and 
has continued uninterruptedly since that time in 
many parts of the world. Some 3,000,000 humans 
(infants and adults) have been so vaccinated and 
in all of the reports a reduction in the mortality 
has been cited. Unfortunately, some of the studies 
have not been adequately controlled, but this 
should not discount results of the well-controlled 
experiments. Regarding the safety of the vaccine, 
a careful survey of all the literature, augmented 
by personal communication and contact with some 
of the authors of the adverse reports, has revealed 
that there has not been a proven case of tubercu- 
losis in humans as a direct result of the vaccine. 


Whereas vaccination in infants and children has 
been extensive, it has been limited in adults. Heim- 
beck in Oslo reported a reduction of 2% times in 
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the incidence in vaccinated nurses as compared 
with non-vaccinated nurses. Holmgren of Stock- 
holm vaccinated hospital personnel and found that 
no tuberculosis occurred in this group, whereas 
five cases occurred in members not vaccinated who 
were originally negative to tuberculin. In personal 
communication with Amberson of Gothemberg, 
Sweden, it was learned that vaccination is com- 
pulsory for all student nurses who do not react 
to tuberculin at the onset of their training. Fer- 
guson writes that the results of vaccinating nurses 
over a 1% year period have been satisfactory. The 
number of cases requiring treatment in 1940 
(period of vaccination) was 16, as compared to 30 
of the previous year. Townsend, Aronson et al vac- 
cinated 1565 Indians varying in age from one to 
nineteen years. They found that after three years, 
ten times more tuberculosis developed in the con- 
trol group than in the vaccinated one, as deter- 
mined by x-ray examination. Scheel followed a 
large group of medical students over a period of 
ten years. The incidence of tuberculosis in non- 
vaccinated reactors was 4.6 per cent as compared 
with 1.95 per cent in the vaccinated group. 


The Tice Laboratory has been devoted to the cul- 
tivation, preparation and administration of BCG 
vaccine for the past 8% years. The first three years 
were spent in purely experimental work. In thou- 
sands of animals, there has never been any case 
of progressive tuberculosis although up to 150,000 
times (proportionally by weight) the dose given 
to adults was injected. Five and one-half years ago, 
the vaccination of infants was inaugurated. During 
this period, 1200 children have been vaccinated 
and 1200 have served as controls. These children 
were drawn from the Cook County Hospital and 
live in the poorest parts of the city. Not one case 
of tuberculosis has been noted by clinical and 
x-ray examination in the vaccinated children, 
while among the controls there have been at least 
eight clinical and x-ray cases of tuberculosis, with 
four deaths from the disease. Three years ago, 
medical students (with W. W. Dalitsch), and 24% 
years ago, nurses (with P. S. Rhoads and M. L. Afre- 
mow) were included in this study. It is too soon to 
ascertain the efficacy of the vaccine, but it is of 
interest to note that there has not been a single 
case of clinical tuberculosis in the vaccinated 
group. On the contrary, there were five cases of 
tuberculosis in the non-vaccinated medical stu- 
dents. For the student nurses, the morbidity was 
4.1 per cent for the period 1938 to 1941. These stu- 
dents had entered training before this study was 
begun. The majority of negative reactors for the 
classes entering 1939 to 1942 were vaccinated. 
Thus, an accurate comparison for the vaccinated 
and non-vaccinated cannot be made. There were 
no cases of clinical tuberculosis in any of these 
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students. One of the vaccinated presented suspi- 
cious infiltration in one apex but-had no clinical 
symptoms. As she left school, a definite diagnosis 
was not established. 


The method of introducing the vaccine is by 
the multiple puncture technique. This procedure 
is simple and is devoid of any complications. There 
develops, after two weeks, pin-head sized papules 
which may reach the diameter of 2 to 3 mm. This 
remains stationary for four to eight weeks and 
then recedes without leaving any deformity or 
scar. Usually the recipient is not aware of which 
arm has been inoculated. 


The vaccine is put up in capillary tubes, as for 
vaccinia. The tuberculin test becomes positive in 
practically 100 per cent of the cases in one to four 
weeks. (Fifty per cent are positive in one week and 
90 per cent in 2 weeks.) The tuberculin test re- 
mains positive in approximately 100 per cent of 
the cases after one year, and 85 per cent of the 
cases after two years. 


The procedure employed at the Cook County 
Hospital is to x-ray and tuberculin test all nursing 
students at the beginning of their training, and 
vaccinate the negative reactors during the first 
week after their registration. This allows practi- 
cally two months before they come in contact with 
patients. They are then tuberculin tested and 
x-rayed every six months. Those not reacting to 
1 mg. of tuberculin are revaccinated. 


The method employed at the University of IIli- 
nois Medical School is to tuberculin test and x-ray 
the medical students when they enter school and 
repeat this procedure at the beginning of the sec- 
ond semester of their second year, at which time 
the negative reactors are vaccinated. These stu- 
dents do not come in contact with patients or 
tuberculous material until their third year. The 
tuberculin test is repeated yearly. It is believed 
that the vaccine retains its effectivity for approx- 
imately three years. For this reason, medical stu- 
dents are vaccinated toward the end of their 
second year, as it is hoped that the protection will 
carry them through their internship. 


Discussion 


The alteration of the reaction to tuberculin from 
negative to positive is initiated in humans by viru- 
lent tubercle bacilli. As long as these bacteria 
remain parasitic in the host, they are a potential 
source of reinfection. Many believe that the reac- 
tivity to tuberculin is maintained only as long as 
viable organisms are present in the body, but ab- 
solute proof of this theory is lacking. As a rule, 
the bacilli become well incapacitated and are 
thereby rendered harmless. Evidence indicates 
that this process may serve as a form of vaccina- 
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tion. As with other forms of immunization, if the 
exposure is excessive, the acquired immunity may 
not be of sufficient degree to prevent the develop- 
ment of the disease. Prolonged contact may in part 
account for the rise in the incidence of tuberculosis 
in the student nurses of the Boston City Hospital 
after a 3-year period (Badger and Ritvo). As 
stated above, it was estimated by the same authors 
(Badger and Spink) that 13,654 hospital days per 
year are spent by tuberculous patients in their 
general wards. The results of Israel, Hetherington 
and Ord might be explained in a similar fashion. 
In other words, if the exposure is great, the re- 
sistance for the “vaccinated” and the non-vaccin- 
ated alike may be overcome. 


The rationale for the vaccination against tuber- 
culosis by BCG is based on the following facts: 


1 The rate of infection with virulent tu- 
bercle bacilli in students of nursing and med- 
icine exposed to tuberculosis is high; 


2 Our present methods of isolation and edu- 
cation have reduced this incidence but only to 
a moderate degree; 


3 The accidental type of infection may serve 
as a method of vaccination, but, as it cannot 
be accurately controlled, it is always a source 
of danger to the host; 


4 BCG has been shown to be safe; it is con- 
stantly assayed; and its dose, method and time 
of administration can be regulated accurately; 


5 There are strong indications that this vac- 
cine exerts a certain degree of protection 
against tuberculosis. 


Programs for vaccination against tuberculosis 
should be conducted along the same lines as 
against other communicable and infectious dis- 
eases. Exposure should be reduced to a minimum 
by methods to establish early diagnosis, isolation 
and strict enforcement of contagious technique. 


Summary 


BCG vaccination has been applied as a comple- 
mentary procedure to isolation technique recom- 
mended in the protection of nursing and medical 
students against tuberculosis. 


In medical and nursing students so vaccinated, 
it was found that BCG was harmless and devoid 
of complications as administered by the multiple 
puncture technique. 


It is too soon to evaluate the efficacy of this 
vaccination, but it is of interest that there has not 
been a single case of the clinical disease developed 
in the vaccinated group after 2% to 3 years, not- 
withstanding exposure to the disease. 
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Plans Cooperate in National 
Hospital Day Observance 


“This year, Plans will be called on for greater 
cooperation in the limited observance of May 12. 
Hospitals are doing such a magnificent job in serv- 
ing the sick and injured despite personnel short- 
ages and rationing of supplies, that many of them 
cannot possibly devote any considerable amount 
of time to planning for the observance of Florence 
Nightingale’s birthday. Here is an opportunity for 
the Blue Cross Plans to step in and volunteer their 
manpower and their public relations equipment.” 
The statement is by R. F. Cahalane, chairman of 
the Council on Public Education. He continues, 
“In a few instances, hospitals have already con- 
cluded arrangements for complete programs. Take 
the case of the Erie Hospitals. Here Donald M. 
Rosenberger, formerly a Blue Cross executive, and 
now superintendent of Hamot Hospital, Erie, 
Pennsylvania has organized the following pro- 
gram: A week of window displays of hospital 
scenes and equipment in the downtown stores. 
Visitation by high school students in each of Erie’s 
hospitals. The students are then required to write 
a report, and the best papers will be publicized by 
press and radio. He has also arranged High School 
Day at Hamot Hospital for candidates for the 
School of Nursing. On May 12, Dr. C. Rufus 
Rorem will address the Rotary Club Luncheon, 
and at 4:00 p. m. he will speak before the Joint 
Meeting of Women’s Auxiliaries. Mr. Rosenberger 
has also arranged a radio message which will be 
piped into each schoolroom. This will reach 20,000 
pupils. Two broadcasts will be made over eastern 
networks, one out of WERC, and the other from 
WLEU. 


“This is a splendid program; it will keep visita- 
tion at a minimum and it will carry to a great 
number of persons the story of the devoted serv- 
ice of our hospitals. 


“All Blue Cross Plans are urged to place their 
facilities at the disposal of Hospital Day chairmen 
and members of the Advisory Group on Public 
Education.” 
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Hospital Emblem Available 


The emblem reproduced above, is now available 
in four colors, gold, red, two blues, to all Member 
Hospitals of Blue Cross Plans. William S. McNary, 
chairman of the Committee on Hospital Relations 
reports that many of the Plans are arranging for 
the placement of these emblems, framed, in the 
lobby of Member Hospitals. The emblem will be 
furnished without charge to Plans, and the Plans 
are distributing the emblem to the hospitals. The 
art work is highly professional and the emblem 
makes a dignified display alongside the Seal of the 
American Hospital Association, the certificate of 
the American College of Surgeons and other iden- 
tifying placards. It has been suggested that promi- 
nent display of the Blue Cross Member Hospital 
emblem where the incoming patient can see it 
while making arrangements for admission will re- 
sult in better relations and understanding of serv- 
ice available. 
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TREASURY DEPARTMENT 
Washington 


as 4 : March 12, 1943. 
American Hospital Association, 


18 East Division Street, Chicago. 
Attention: Rufus Rorem, Director. 
Sirs: 

Reference is made to your letter dated March 3, 
1943, in which you request to be advised whether 
payments made by an employer for group hos- 
pitalization benefits of Blue Cross hospital service 
plans are properly included as ordinary and neces- 
sary business expenses under section 23(a) of the 
Internal Revenue Code 

Premium payments by an employer for group 
hospitalization benefits for its employees constitute 
deductions under the head of ordinary and neces- 
sary business expenses in computing the net in- 


come of an employer. 
Respectfully, 


T. Mooney, 
Deputy Commissioner. 


Deputy Commissioner T. Mooney’s letter of 
March 12 (above) removes all doubt as to whether 
Blue Cross subscriptions by employers are prop- 
erly included as ordinary and necessary business 
expenses under Section 23 (a) of the Internal Rev- 
enue Code. 

This letter means two things: (a) That employ- 
ers may pay all or a part of Blue Cross subscrip- 
tions (in reasonable amounts) and deduct them as 
ordinary expenses in calculating their taxable in- 
come. (b) That employers’ payments for Blue 
Cross subscriptions are definitely excluded from 
the definition of wage increases and do not re- 
quire approval by the Commissioner of Internal 
Revenue for salaries or by the War Labor Board 
with respect to wages. 





Arter FEBRUARY 22nd WE WILL BE 
LOCATED AT 41 CHESTNUT ST. 
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Blue Cross Plan Reserves 
Equivalent Months Income and Hospital Expense 


Summary of Data 


Eighty-three per cent of contingency reserves 
on December 31, 1942 were held by Plans with 
more than 50,000 subscriber contracts. The ratios 
of reserves to monthly income and hospital ex- 
pense were greater for large than for small Plans. 


On the average, reserves were equivalent to 4.2 
months income and 5.6 months hospital expense 
at the year end. (These ratios are .5 month less 
than reported in Special Study No. 37 Financial 
Report, year 1942. The difference resulted from 
the addition of data from ten Plans in this report 
which were not available for inclusion in the 
former). The average ratios of reserves to hospital 
expense ranged from 4.5 months for Plans with 
less than 10,000 subscriber contracts to 5.7 months 
for Plans with more than 50,000 contracts. Among 
individual Plans, the ratios of reserves to monthly 
income ranged from .2 to 9.6 per cent and the ra- 
tios of reserves to monthly hospital expense ranged 
from .4 to 15.2 per cent. 


Average income per participant month was 
greatest for Plans in the size group 10,000 to 25,000 
subscriber contracts and least for Plans with less 
than 10,000 subscriber contracts. Average hospital 
expense was greatest for the large Plans although 
their average income per participant month was 
not as great as reported by other Plans. This is ex- 
plained by the high percentage of income used 
for hospital expense by the large Plans. Average 
monthly income per participant for all Plans was 
55.8 cents in December 1942 as compared with 
monthly hospital expense (computed on the basis 


of average per cent of income used for hospital 


care during the year) of 41.5 cents. 


Comparison of reserves among individual Plans 
may be made only after proper consideration is 
given to the effect of differences in the lengths of 
time Plans have been in operation, income per 
participant and hospital expense per participant. 
Such factors as subscription rates and distribution 
of membership among one person, two person and 
family contracts determine the amount of income 
per person covered. Hospital expense is affected 
by the average amount of per diem hospital pay- 
ments, the incidence of admissions and the aver- 
age length of stay. A combination of these variable 
factors plus the effect of differences in the per- 
centage of income used for administrative expense 
determine the amounts and the rates of accumula- 
tion of Plan reserves. 
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"My illness struck me like the Yanks 
struck North Africa” 


“. , . It was the first time I was really hurt, 
and it surely left an impression. Fortunately, I 
was a subscriber to the Blue Cross. 


“Like thousands of others, my illness would 
have placed me in a very difficult position 
financially. My hospital stay, however, was re- 
lieved of financial worry, due to the fact that 
the Associated Hospital Service bore all the 
expenses, which included 16 days in a semi- 
private room, cost of drugs, laboratory tests, 
x-rays, etc. 


“Had I not been fortunate enough to belong 
to this remarkable Plan, I’m sure I would 
never have been able to recover as quickly as 
I did. 


“Again, I wish to salute the Blue Cross and 
highly praise its remarkable service. Thanks 
a million.” 


JOHN G. WEISBERG 
Co. “C” First Regiment 
Pennsylvania State Guard 











Notes 


The following officers were elected at our An- 
nual Meeting on March 9, 1943: 


ETE RCT eT E. F. Arnold 
Vice-President .............................. F. M. Lindsay 
Secretary-Treasurer..................... F. A. Walker 


DonaLp Murpuy, Managing Director, 
Decatur Hospital Service Corporation 


% * * 


Peter E. Klein, community enrollment director, 
Massachusetts Hospital Service, is now conducting 
an enrollment campaign in Middleboro, making 
St. Luke’s Hospital his headquarters. Previous to 
the actual enrollment, Mr. Klein made a compre- 


hensive survey of the community and sampled | 


1000 families before reaching his conclusions. 
President A. D. Benson of the Board of Trustees 
of St. Luke’s made announcement of the campaign 
to the local newspapers and effective publicly re- 
sulted. At the conclusion of the campaign, results 
will be reported in the Blue Cross Bulletin. 


* * % 


J. Philo Nelson, director, Hospital Service of 
California, forwards the following news note, “Dr. 
B. W. Black, immediate past president of the 
American Hospital Association, and former mem- 
ber of the Hospital Service Plan Commission, has 
recently been elected a director of Hospital Serv- 
ice of California.” 
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Medical Service Plans Council 
is Formed 


Nonprofit medical service plans of the United 
States and Canada have recently formed the “Med- 
ical Service Plans Council” which will act as a 
liaison and clearing house of statistical informa- 
tion and public education methods. Any medical 
or surgical plan having the approval of the con- 
stituent county, state or provincial medical organ- 
ization is eligible for membership. At the first 
meeting, held in Detroit February 13, six medical 
plans joined with headquarters respectively in 
Kansas City, Missouri, Worcester, Massachusetts, 
Detroit, Michigan, Newark, New Jersey, Toronto, 
Ontario, and Windsor, Ontario. 


It is expected that there will be close coopera- 
tion between the newly formed Medical Service 
Plan Council and the Hospital Service Plan Com- 
mission. Officers of the Council are: President, 
James C. McCann, M.D., of the Massachusetts 
Medical Service; Secretary-Treasurer, Frank L. 
Feierabend, M.D., of Surgical Care, Inc., Kansas 
City, Missouri. 





+ 
++ 


Enrollment—Eighty-one per cent of Employees of 
Bonwit Teller 


Effective March 1, 968 employees of Bonwit 
Teller, New York, are protected under the hos- 
pitalization and surgical plan of Associated Hos- 
pital Service of New York. 


* * * 


“Rusty” Leaves Blue Cross for 


Red Cross 


Miss Ruth M. Weiland, office manager of the 
Hospital Service Plan Commission, affectionately 
known as “Rusty” by Plan executives with whom 
she has worked for the past five years, has suc- 
cumbed to the song of service of the American Red 
Cross and leaves the Blue Cross field as of April 
first. She has volunteered for service abroad and 
her rank will be Staff Assistant. Miss Weiland was 
originally assistant to Marcella Lehman; then sec- 
retary to C. Rufus Rorem; and was recently ap- 
pointed office manager. During her five years of 
service, she was editor of the Bulletin, motive 
power on the mimeograph and did the hundred 
and one jobs that fall to the zealous servant of a 
fast growing nonprofit movement. Asked for an 
inspirational quote to leave with her friends, Miss 
Weiland replied, “I hope that Blue Cross grows so 
fast that C. Rufus has to wire Paris for me to come 
home. In the meantime, I’m going to help win the 
war on the foreign front. Blue Cross will take care 
of the home front.” 


Good luck, Rusty, and best wishes from 77 Plans. 
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ADVISORY GROUP ON PUBLIC EDUCATION 
APPOINTED BY THE PRESIDENTS OF STATE AND REGIONAL 
HOSPITAL ASSOCIATIONS 
Canada 
A. H. Baker, M.D., Calgary, Alberta J. A. Re, Fredericton, New Brunswick 
SypNney M. Coster, Kamloops, British Columbia H. G. Wricut, Halifax, Nova Scotia 
RoBerRT HAWKINS, Dauphin, Manitoba J. CLARK KEITH, Windsor, Ontario 
A. Esson, Rosetown, Saskatchewan ‘ 
United States | 
Banks ROBERTSON, M.D., Fayette, Alabama E. E. Kina, St. Louis, Missouri of 
CHARLES W. SEcHRIST, M.D., Flagstaff, Arizona Miss GERTRUDE BUCKLES, Billings, Montana ar 
Miss HELEN Rosinson, Little Rock, Arkansas Rev. B. O. Lyte, Omaha, Nebraska ni 
CHARLES ASTON, JR., Los Angeles, California Frep A. SHARP, Concord, New Hampshire su 
Maurice H. Rees, M.D., Denver, Colorado GEORGE O’HANLON, M.D., Jersey City, New Jersey do 
Miss ANNA M. GriFFIN, Danbury, Connecticut HaroLp GrimoM, Buffalo, New York thi 
W. E. ARNOLD, Jacksonville, Florida J. L. MeEtvin, Rocky Mount, North Carolina the 
Louie H. Witson, Rome, Georgia IveR H. Iverson, Minot, North Dakota i 
Rosert B. WiITHAM, Honolulu, Hawaii E. J. LINcKE, Massilon, Ohio on 
G. A. Cot.tns, Idaho Falls, Idaho Miss Laura ELDER, Bartlesville, Oklahoma vic 
VERNON T. Root, Rockford, Illinois P. J. BARTLE, M.D., Eugene, Oregon in 
OuIveE M. Murpuy, Columbus, Indiana Miss Mary B. MILLER, Pittsburgh, Pennsylvania as 
HAROLD WRIGHT, Sioux City, Iowa Henry S. Joyce, M.D., Providence, Rhode Island fee 
Sister M. ANNE, Wichita, Kansas CHARLES H. Dasss, Sumter, South Carolina tio 
H. A. Cross, Louisville, Kentucky WarrREN L. DarLinG, Huron, South Dakota sh 
R. E. Bius, Shreveport, Louisiana GEORGE W. EvuTSLER, Kingsport, Tennessee sh 
Mrs. E. WOLSTENHOLME, Skowhegan, Maine Mrs. MArGARET HALES Rose, Wichita Falls, Texas me 
Harvey H. Weiss, Cumberland, Maryland JOHN H. ZENGER, Salt Lake City, Utah gel 
OLIVER G. PRATT, Salem, Massachusetts LAURENCE C, CAMPBELL, Barre, Vermont on 
L. S. WoopwortH, M.D., Detroit, Michigan ARTHUR PERKINS, M.D., Newport News, Virginia cei 
ArtTHUR M. CaLvin, St. Paul, Minnesota Miss ETHEL V. Soper, Seattle, Washington hit 
Miss FerRIS Cotter, Jackson, Mississippi RosertT J. MarsH, Huntington, West Virginia bil 
N. E. Hansuus, Eau Claire, Wisconsin ot 
* * ¢ tir 
Hospital Day Chairmen in States and Provin- sul 
ces are also members of this advisory group. ho 
im 
Council on Public Education I 
the 
R. F. CAHALANE, Chairman GrorcE O’HANLON, M.D. chi 
Boston, Massachusetts Jersey City, New Jersey pu 
R. H. BisHop, Jr., M.D. W. S. RANKIN, M.D. Sta 
Cleveland, Ohio Charlotte, North Carolina me 
REv. JOHN J. BINGHAM Cuas. F. WILINSKY, M.D. po 
New York, New York Boston, Massachusetts pay 
pit 
of 
Sai 











HOSPITALS 














The Joint Program of Public Education 
for Hospitals and Blue Cross Plans 


R. F. CAHALANE 


and applied the admonition, “Do not hide your 

light beneath a bushel,” there would be no need 
of this discussion. Many people think that hospitals 
are profit institutions and that “they have a pretty 
nice thing with all that income,” that they are 
subsidized by the state, that they have huge en- 
dowments, that they never go in the red, and that 
they are self-fed by the spirit of service with which 
they are imbued. ‘ 


| THE Good Samaritan of biblical history had read 


Perhaps your opinion of public reaction is based 
on your hospital viewpoint. You see people as indi- 
viduals, as they enter your institutions, suffering, 
in need of care. You see these same people reborn 
as they leave the hospital and you cannot help but 
feel that they must have a deep sense of apprecia- 
tion for the service they have received. They 
should have such a sense of appreciation and they 
should tell the hospital story to everyone they 
meet. But man is vain and one of the ways of exag- 
gerating his importance is to place a large price tag 
on the necessary hospital services which he re- 
ceived. In telling the story of the care rendered 
him by the hospital, he may stress the size of the 
bill he faced as he left the hospital. And what 
other story has he to tell? Service, of course. The 
tireless way in which genii responded to the pres- 
sure of the bedside button. But that story of the 
hospital and its modus operandi are left to his 
imagination. And that is our fault. 


Need for a Public Education Program 


I was amazed in my first Blue Cross contacts with 
the public, to discover that erroneous and mis- 
chievous notions about hospitals were apparently 
public property. First, there was no public under- 
Standing of hospital need for income. Hardly a 
meeting was held that some good citizen did not 
Pop up and ask, “Why should I join the Plan and 
pay 75 cents a month, when I can go to the hos- 
pital and get it for nothing?” At a meeting 
of office employees of a large university, a man 
said, “I’ll never go to a hospital; they make guinea 
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pigs out of you.” When I asked where he ever 
got such a misconception, he replied, “Why, every 
hospital has a plaque over its door reading, ‘For 
the advancement of science and service to man- 
kind,’ and you notice that ‘advancement of science’ 
comes first.” I had a hard time explaining to him 
that autopsy was not hospital hazard number one. 
A woman, at a group talk, eyed me angrily as I 
made my exhortation in behalf of Blue Cross. At 
the finish I asked, “Are there any questions?” She 
blurted out, “I’d like to see them try to hold my 
baby.” It developed in the incoherent ramifications 
of her story that the woman next door had re- 
peated and elaborated on a story of a hospital that 
had merely tried to collect its bill. Further ques- 
tioning revealed that an untrue impression had 
been implanted in the mind of the woman. Without 
carrying farther this preface to the need of a public 
education program for hospitals, I suggest that 
you conduct a miniature Gallup poll—not among 
your patients or their. friends who call, let your 
poll be of the man in the street, the fellow on the 
corner. If you have had doubts as to the value of 
cooperating in the development of this program, 
such a poll will reveal so many prejudices that I 
am sure you will be convinced, completely and for 
all time. 


Program Outlined 


This joint program was outlined upon the recom- 
mendation of the Council on Public Education for 
integrating the Public Education work of the As- 
sociation and the Commission. The initiative was 
taken by the Council. Its recommendations were 
approved by the Trustees, at which time the Exec- 
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utive Secretary recommended an appropriation of 
$2500 for the year 1942 to implement the expanded 
program. You will note that the sum of $2500 
amounts to about 80 cents per year per hospital 
member of this Association. Do you think hospitals 
have received full value for this 80-cent invest- 
ment? 


You may not agree with what I have to say now. 
As I see it, the time for flattery has passed, if in- 
deed flattery ever was appropriate. It can no longer 
be adequate to review with pride the accomplish- 
ments of by-gone days. It is time to stop paving 
our roads with the small ill-sorted stones of our 
good intentions. For some time many have viewed 
with alarm the growing apathy of the public to- 
ward our hospitals. There have been times when 
we may have detected a sort of invested pride in 
the echoing and re-echoing of the announcements 
that bequests and gifts of voluntary hospitals had 
fallen off sharply, even disastrously in many in- 
stances in the last decade, and the dour prediction 
that we could never hope for the same sort of 
support which we enjoyed back in the crazy 
twenties. 


Why were they crazy? Because people gave 
large sums to hospitals with sound social purposes? 
If that was a symptom of insanity, may we be 
pitied for having grown so sane and cautious! 


Statistics show that our hospitals have received 
less “free money” during the depressed decade 
than during the crazy twenties or the decade of 
delightful nonsense. I grant the prima facie evi- 
dence but what I want to know, and what all of 
us had better find out, is WHY. 


Yes, in the twenties people were generous be- 
cause they had more money than they knew what 
to do with. Ridiculous! That is not the reason peo- 
ple gave to hospitals. There was still Europe to 
travel over, bigger yachts to buy, bigger estates to 
acquire and maintain. Wealthy people knew many 
-ways of getting rid of their money. 


Small Gifts From a Large Number of Sources 


It is significant that progressive or perhaps 
merely fortunate hospitals have continued to re- 
ceive bequests and gifts and have expanded their 
facilities to meet the need of the public they serve. 
We are told that nowadays people simply do not 
have the money—that great fortunes have melted 
away—that money just is not around. Can this be 
entirely true? It may represent hard work on the 
part of someone to tap the sources of funds for 
hospital expansion and replacements. Where once 
there were sources of gifts of $100,000, it may now 
become necessary to seek one hundred gifts of 
$1000 each. There is as much wealth about as ever, 
but in this rapidly moving era money reposes in 
different places. Surely if the public is cognizant of 
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the problem facing hospitals it will face its respon- 
sibility as well as it faces its responsibility to the 
war effort. The public has been sold! 


But if the public has lost interest in many of our 
voluntary hospitals, are we merely to condemn the 
public, or is it just possible that we ourselves, hos- 
pital and plan administrators and hospital trustees, 
and even we members and officers of state and na- 
tional associations have also been to blame because 
we have not realistically faced the problem of 
making the public aware of its great dependence 
upon our voluntary hospital system and its re- 
sponsibility to share in its maintenance and ex- 
pansion? 

We have been to blame? That is a shocking 
thought indeed. Of course it is not the complete 
answer. There is much blame elsewhere, I am sure, 
but the blame elsewhere is at the moment 
beyond our reach, and before seeking it out and 
attacking it we will do well to examine our own 
shortcomings and see if we cannot mend our own 
ways first. 


Perhaps we have not accomplished all that is 
desirable because we may have been smothered in 
some degree by preoccupation with economics. 
We have written, talked about, and worried about 
the future of our hospital system, but have too 
often started or ended in the spirit of self-pity or 
defeatism. 


I wonder what Henry J. Kaiser would think of 
that! I think he would say, “Move over, brother. 
I need the metal in that chair for a ship we’re 
launching tomorrow!” 


Regardless of the cynicism of some bystanders, 
most men and women do not become hospital trus- 
tees for the glory of the job. They accept their 
appointments with a knowledge of their respon- 
sibilities and a willingness to serve. What really 
has happened? I would not profess to have the 
only or complete answer. I will venture to sug- 
gest that many of us have become hypnotized by 
the idea that the Federal Government should, or 
anyway soon is going to, take over the voluntary 
hospital system. It is the easy way out to let some- 
one else take over the whole financial respon- 
sibility. 

Control of Management 

We have indeed made it plain that we would 
prefer to retain the control of management of our 
hospitals—the hiring and dismissal of employees, 
and the shaping of policy. This has been said quite 
plainly, if not very loud. Yet all the time of course 
we have known that in the end those who control 
the source of our funds would also control policy, 
management, employment and purchasing. This 
of course’ has given comfort and support to those 
who foster legislation proposing in effect a plan to 
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make Blue Cross Plans ineffective. I have feared 
that this excuse has represented a surrender to 
popular thinking and is a ready-made alibi for 
inaction. One might doubt if enough genuine 
thinking has been devoted either to the immediate 
future of the voluntary hospital system in this war 
or to its future after the victory of the United 
Nations. 


I have thought, speaking rather bluntly, that we 
have been in a fair way of losing our voluntary 
hospital system. If it is lost, we shall have lost 
more than a symbol of democracy. We shall have 
lost an invaluable and perhaps irreplaceable part 
of our democracy. Could we be forgiven for having 
deserted such a magnificently efficient system of 
hospital service without a decent, genuine, whole- 
hearted, sacrificial effort? By we, of course, I mean 
the American people. You know as well as I the 
resigned, defensive position so many have taken, 
and the signs which even now are showing the 
beginnings of disintegration. Perhaps I have been 
unobservant, but I have heard virtually no talk. 
I have seen little that has been written about what 
and how much hospitals can do to help win the 
war. You and I know that hospitals are trying to 
do their utmost, but it seems to me that the over- 
whelming mass of things that have been written 
are in effect only a catalog of problems. We have 
not done the job of which we are capable. If we 
had, there would be less likelihood of a loss of our 
voluntary system. Any deterioration in our system 
naturally invites Governmental intervention as 
surely as any emergency of the depression or any 
other deficiency brought about by war-born de- 
mands. 


We do not have to ask the question, for we do 
honestly believe that our hospitals, our voluntary 
hospitals, are worth saving. They are worth saving, 
even if their help in this war and after victory 
costs us added effort, very valiant, well-directed, 
essentially expensive effort. 


Let us give no glib answer. Let us answer with 
true conviction—conviction which has been lack- 
ing all too often—conviction that is akin to cour- 
age—conviction that sires powerful action. Let us 
find out what is wrong with us and what we need 
do to regain that vitality that we once took for 
granted. 


It may not do any good now to talk about what 
we should have done to forestall this illness. I 
am convinced that if, over a long period of 
time, our hospitals had conducted a strong, vig- 
orous program of public education they would now 
be better able to overcome the social theorists who 
are attempting to change our hospital system. 
Had there been anything near perfection and thor- 
oughness in public relations and public education, 
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our hospitals today would be in a top ranking posi- 
tion with other big businesses and industries and 
would be receiving closer cooperation from the 
government in these difficult times. 


Government Help 


We do not frown on governmental help in caring 
for the various public assistance groups. We have 
the right to solicit this help for those institutions 
which may need it, after all other possible re- 
sources are exhausted. But I think we should do 
the job in our own way, as we have in the past, 
when it is at all possible. 


It has been often said that it is unethical for 
hospitals to sell. If by selling you mean telling the 
public what it needs to know about the voluntary 
hospital in order that it may continue to enjoy the 
highest quality of hospital professional care the 
world has developed, I believe that such nonsense 
belongs to the time when women carried parasols 
and doctors wore Prince Alberts. 


The Public Must Be Made Aware of the 
Voluntary Hospital System 


America’s voluntary hospital system will be ac- 
cepted by the American people if the hospitals will 
let the people know what this voluntary system 
means to them. It is not too late to do this, but it 
is nearly so. Some of our leaders in Washington 
have jolted us by saying that the United Nations 
are losing this war. I think it is time that the volun- 
tary hospitals and the people who utilize them 
recognize that hospitals too are in danger of losing 
their place in this civilization. 


Let us get to the focus of this creeping sickness, 
adopt the right treatment, find out what our hos- 
pitals need, make sure that it is best for the public, 
and then sell it to the American people. If we do 
not do so a system of hospitals not to our liking 
can and will be sold to the American public and 
this will be done unless we get busy now. 


I know that some will say it is unethical and 
there is no precedent for “selling” our voluntary 
hospitals to the public. 


I am convinced that we should have the fortitude, 
courage, and strength through the team loyalty of 
hospitals and hospital service plans to understand 
each other and establish a common front so worth 
while and so strong that its lines will be impene- 
trable. I beseech every hospital administrator, 
every hospital trustee, every Blue Cross Plan di- 
rector and employee to put his shoulder to the 
wheel in a coordinated effort to establish in the 
minds of the American people that we have a sys- 
tem designed for the American way of life and 
dedicated to the service of our people, regardless 
of their social or economic status. 
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What Do You Need—and—What Can You Spare? 


The Youngstown City Hospital, Youngstown, Ohio, has 
for sale a single-roll mangle, 100”, made by American 
Laundry Machinery Company, steam chest, 220 volt, 3- 
phase motor included, (estimated value $300), and one 
shake-out tumbler, made by American Laundry Machin- 
ery Company, wooden cylinder, 250 volt, 3-phase motor 
included, Serial No. 127900M1107, size 48x54, single door, 
Alternating current motor M62A18, 2 horsepower, belted 
motor drive, reversing or non-reversing (estimated value 
$250). * & & 

The Ohio Valley General Hospital, Wheeling, West Vir- 
. ginia, J. Stanley Turk, superintendent, has for sale one 
model 29871 starching machine designed for one hundred 
pounds steam pressure. This machine, made by the Amer- 
ican Laundry Machinery Company, was formerly used for 
starching cuffs, collars, and hats. 

* * * 

The Flagstaff Hospital, Inc., 9 North Leroux Street, 
Flagstaff, Arizona, Dr. Charles W. Sechrist, superintend- 
ent, is greatly in need of the following laundry equip- 
ment: one washer, two extractors, 30”. This equipment 
should be single units—motor 1-phase. 

* * * 

The General Hospital of Syracuse, Syracuse, New York; 
Carl P. Wright, superintendent; has for sale one 30x40 
American Junior Tumbler, belt driven from counter shaft. 
The tumbler is in good condition. It can be secured at a 
reasonable price. It is no longer needed as they have a 
new laundry. cee 


Emma Pendleton Bradley Home, East Providence, 
Rhode Island, has for sale the following items: 1 Climax 
steam instrument sterilizer, 16x8x8”, complete with six 
gallon hot and cold water tanks, valves, etc.; 3 steam tur- 
bines, 3600 RPM, Type 9 ADS (1 rebuilt in good condi- 
tion and 1 slightly used complete with Petro oil burner 
and 1 used in need of repairs); 1 Carling Steam Turbine, 
1800 RPM, Type 16 ADS; and several pieces of fabricated 
monel for tables and shelves. 

* * * 

Mother Francis Hospital, Tyler, Texas, has available a 
pressure water sterilizer, 10 gallon, equipped with filter, 
seamless shell type, combined with instrument 1634 by 
2434, steam heated, cover trays, raised foot pedal; an 
instrument sterilizer, steam heated 2334 by 1234 cover and 
tray, raised by foot pedal; and a Ben Morgan 3-cylinder 
chrome plated anesthetic machine, equipped for nitrous 
oxide-ethylene and oxygen and carbon dioxide ether 
vaporizer. * * * 

The City-County Hospital, Fort Worth, Texas, has 
available four small and two large stainless steel bed pan 
and urinal racks; three sterilizers, electric American 
Stand Type; two metal examining tables, complete with 
stirrups and drainage bucket; one sterilizer, electric Castle 
stand type; and one sterilizer, electric Castle, without 
stand; (16x6x4”", inside dimensions of above sterilizers). 

* * * 

Price Hospital, Lamesa, Texas, has available one Victor 

X-Ray Mobile Unit, 30 M.A., in good condition. 
* * * 

Robert Green Hospital, Houston, Texas, has an electro- 

cardiograph for sale. Oper se 


Big Spring State Hospital, Big Spring, Texas, has an 
adding machine, hand style, for sale. 
* * ® 


Brewster Hospital, Jacksonville, Florida, Florence M. 
Jones, superintendent, is in need of three electric fans, 
twelve or fourteen inch oscillating; two dressing drums, 
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fourteen inch for dressing carriage; flatware—knives, 
forks, and spoons for ward use; and fifteen feet of electric 


iron cord. ener 


Brady Hospital, Brady, Texas, has for sale one training 
school Chase doll for $115; one training school skeleton 
for $20; and one electrically heated food conveyor for 
$112. * * & 


Mary McClellan Hospital, Cambridge, New York, K. 
Frances Cleave, superintendent, advises that they are in- 
terested in securing a second-hand lift for handling cart- 
age from their first floor to the basement. They have a 
motor which could be used if they could secure the frame- 
work and other mechanical parts to an ordinary lift of 
this type. If a lift that could not be used with a motor of 
their own is not available they would still be interested 
in an ordinary hand lift. They would not be able to use 
an inside elevator type of equipment since this will have 
to be installed in the open with the motor, of course, con- 
cealed inside the building. They would appreciate hearing 
from anyone wishing to dispose of this type of equipment. 

* * %* 

Dumas Hospital, Inc., Dumas Arkansas, is in need of two 

nursery beds and two bedside tables. 
* * * 

Camden Hospital, Camden, Arkansas, Gilberta H. Snow, 
R.N., superintendent, advises that they have on hand an 
x-ray unit, complete except for a tube, which could be 
spared if needed by some other hospital. The x-ray unit 
is the property of Dr. B. V. Powell. 

The Camden Hospital is in need of small electric heat- 
ers for emergency use in rooms where heat is needed 
quickly. ae ee 


University of Colorado School of Medicine and Hospi- 
tals, Denver, Colorado, Roy R. Prangley, business man- 
ager, lists the following equipment which could be spared: 
one large Leonard mixer; one small Leonard mixer; one 
RK damper regulator; one cash damper regulator; and 
one 5” 125-pound gate valve. 

* * * 

Tylertown Hospital, Tylertown, Mississippi, Dr. A. B. 
Harvey, advises that they have for sale a Promethius 
Serving unit, purchased in December 1942. The unit, 
which has never been used, has a serving capacity for 
thirty patients. «eo 


Brevard Hospital, Melbourne, Florida, Mrs. Julia W. 
Estes, superintendent, is in need of an electric refrigerator. 
* * * 


Mercy Hospital, Hamilton, Ohio, Sister M. Benignus, 
superintendent, advises that they can spare two dicta- 
phones, and one set for shaving records and taking off 
records (old models but workable); three metal urinal 
racks; one fifty-gallon water or milk can with ice divi- 
sion and one fifteen-gallon can; one Model G, McKesson 
gas or anesthetic machine. 

Mercy Hospital is greatly in need of one fever therapy 
cabinet. . 16? Xe 


Woonsocket Hospital, Woonsocket, Rhode Island, Leroy 
P. Cox, superintendent, has the following material for 
sale: Steam sterilizer, No. 26517, American, basket 22 x 
20 x 4, with junior steam trap and hydraulic lift cover; 
150 aluminum chart holders, clip type; gas laundry ironer, 
Horton, 48” wide table, Roll 8” x 44”; pipe frame for hold- 
ing four sterilizer drums, one opening, electrically heated. 

The Woonsocket Hospital is in need of a geod five- 
gallon, gas heated water still. 
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Medical Staff Organization 





MALCOLM T. MacEACHERN, M.D., C.M., D.Sc., F.A.C.H.A. 


body of the hospital is the medical staff, a 

collaborating organization, self-governing, 
self-appraising, responsible to the governing body 
for the detail of the work, for the results produced, 
and for furnishing proof that these results are at 
least as good as can reasonably be expected from a 
trained profession. 


Definition of “Medical Staff’ 


The medical staff of a hospital is defined as an 
organized body composed of all physicians who 
are privileged to work therein. Every physician 
admitted to practice in the hospital should qualify 
for membership on the medical staff by submitting 
an application in writing on a prescribed form. If 
acceptable, the applicant is formally appointed by 
the governing board and assigned definitely to one 
of the groups which may be designated as: 


Cm. the responsibilities of the governing 


Honorary medical staff 
Consulting medical staff 
Active medical staff 
Associate medical staff 
Courtesy medical staff 


Various other subdivisions of the medical staff 
may be used. 


Organization of the medical staff varies from the 
simplest type of the undifferentiated group, which 
is often found in small hospitals where specializa- 
tion is not developed to any extent, to the highly 
departmentalized medical staff existing in the 
large teaching hospitals. 


Clause I of the Minimum Standard for Hospitals 
formulated by the American College of Surgeons 
states, 


“That physicians and surgeons privileged to 
practice in the hospital be organized as a defi- 
nite medical staff. Such organization has noth- 
ing to do with the question as to whether the 
hospital is ‘open,’ or closed,’ nor need it affect 
the various existing types of medical staff or- 
ganization. The word staff is here defined as 
the group of doctors who practice in the hospi- 
tal inclusive of all groups, such as the ‘regular 
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medical staff,’ the ‘visiting medical staff,’ and 
the ‘associate medical staff.’ ” 


Definition of “Open” and “Closed” Hospitals 


The governing body of the hospital decides 
whether the medical staff is to be “open” or 
“closed.” There are still a few hospitals which do 
not fall into either of these two types; they have 
no organized staff whatsoever and permit any li- 
censed physician in the community to treat both 
pay and charity patients. 


Definition of both types: 


Open—one in which there is an appointed staff 
responsible for the treatment of the charity 
cases, but which permits other physicians— 
generally known as the “courtesy medical 
staff’—to utilize the private room facilities, 
provided there is full compliance with the 
rules and regulations of the institution and 
such standard technical procedures as may be 
formulated by the attending or active medical 
staff and adopted by the hospital. 


Closed—one in which all the professional serv- 
ices, private and charitable, are provided and 
controlled entirely by the attending or active 
medical staff; no other physicians are per- 
mitted to treat patients in the hospital except 
under consulting agreement with members of 
the medical staff and approval of the govern- 
ing board. 
Advantages of both types: 
Open—tThis type is believed to raise the gen- 
eral standard of medical practice in the com- 
munity because it gives more physicians an 
opportunity to use the hospital’s facilities. It 
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supervises to a better extent the work of phy- 
sicians in the community by throwing open its 
doors to all regularly licensed physicians 
therein. 


Closed—An efficient medical staff organization 
can be developed more readily and the clinical 
work kept under better control in a closed hos- 
pital, inasmuch as the medical staff consists of 
a relatively small group of selected physicians 
who are directly responsible for the profes- 
sional work on their respective services. 


Organization is just as essential in a closed as in 
an open institution in order to provide a strict 
accounting of the professional work at all times 
and to maintain the highest standards possible in 
medical service. Either the open or closed hospital 
can maintain an excellent standard and qualify 
for approval by the American College of Surgeons 
if it is well organized and the medical staff is com- 
petent and ethical. 


Disadvantages of both types: 


Open—Chief disadvantages in this type is the 
difficulty in properly controlling professional 
work and standardization of procedures. An- 
other disadvantage is the greater administra- 
tive problems due to larger number of physi- 
cians, with multiplicity of methods and idio- 
syncrasies. 


Closed—Favoritism may develop in the selec- 
tion of the staff; some physicians with the 
highest attainments and greatest professional 
skill may be excluded simply because of lack 
of personal influence. 


Staff of the Teaching Hospital: 


The closed staff is advisable in a teaching hos- 
pital where education of medical students and 
interns demands the exclusive selection of rep- 
utable, well known specialists. 


Functions of the Medical Staff 


The medical staff has two main functions to per- 
form: 


Clinical. To render professional service to the 
patients in accordance with the precepts of mod- 
ern scientific medicine, to maintain its own effi- 
ciency, to participate in education, and period- 
ically to audit the professional work. 


Medico-Administrative. To act in an advisory 
capacity to the administration and the governing 
board of the hospital, on professional problems. 


Professional service to the patient—This is the 
essential responsibility of the medical staff, the 
duty for which its members exist and around 





which all their activities are centered. Con- 
sidered by itself, this function requires that: 


The physician must appraise the patient’s 
personality, his resistance to disease, his 
nervous reaction such as tolerance to pain, 
his mental attitude such as confidence in the 
possibility of cure, and many other factors 
which occur to the experienced physician. 


He must make a careful physical examina- 
tion, including the use of available diagnos- 
tic and therapeutic facilities. 


He must take advantage of consultation 
whenever necessary. 


He must institute treatment when indicated 
by the study of the patient, and results 
should be carefully observed. 


When the patient is ready for discharge, the 
physician should face these results frankly 
and know why he has been successful or un- 
successful in the care of the patient. 


The physician must make a careful record of 
facts and conclusions, the final note being a 
true statement of the result produced, giv- 
ing the reason for success or failure. 


Maintenance of Efficiency— 


Members of the medical staff must maintain 
their own efficiency, and in the care of the 
sick, must always be capable of producing 
the results for which they are striving, re- 
sults that the hospital and the patient both 
have a right to expect. 


To a marked extent, this is accomplished by 
the study of individual cases and groups of 
cases which reveals where some methods of 
diagnosis and treatment have failed and 
others have been successful, thereby educat- 
ing all physicians and increasing their effi- 
ciency. 


Self-government— 


Organization must provide for original se- 
lection and later promotion of individual 
members, both selection and promotion 
being based on merit. 


There will also be coordination of effort in 
the care of the sick and such discipline as 
must prevail if a scientific and ethical or- 
ganization is to be perpetuated. 


Education— 


The medical staff must act in an advisory 
capacity in institutional educational activi- 
ties which are formulated by the governing 
body and its administration; should deliver 
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lectures and conduct demonstrations when- 
ever called upon. 


Medical staff must participate in extramural 
educational activities of the hospital; repre- 
senting organized medicine, it should have 
equal authority in their selection and in 
determining the extent to which they will 
be promoted. 


Auditing the Professional Work— 


Organized staff must evaluate its work in 
terms of morbidity and mortality, proving 
that the incidence of successes at least 
equals general averages, and that failures 
were inevitable. 


Individuals and committees must be willing 
to do the necessary work in connection with 
such an audit, giving the time required 
and attending the meetings at which reports 
are presented. 


Advising and Assisting the Administration and 
Governing Board— 


In the course of carrying on its own work, 
the medical staff can often be of assistance 
to the administration of the hospital. In 
making an audit of its own work, the med- 
ical staff may uncover in the organization 
of the hospital faults which may be called 
to the attention of the administration, in a 
spirit of constructive criticism. The medical 
staff should not personally attempt to cor- 
rect administrative errors but should call 
them to the attention of the director of the 
hospital. 


The medical staff can advise the governing 
board on professional problems and policies. 


Medical Staff Groups 


The formation of medical staff groups or divi- 
sions is practicable in most hospitals. The first step 
necessary is differentiation of the medical staff. 


Although grouping may vary to some extent in 
different types of institutions, five basic divisions 
may be considered and adopted in so far as they 
are applicable and warranted by local conditions: 


Honorary Medical Staff. Consists of physicians 
who are not active in the hospital and who are 
honored by emeritus positions. These may be: 


Physicians who are retired from active hos- 
pital service. 


Physicians of outstanding reputation. 


The honorary medical staff is appointed by the 
governing board on recommendation of the ac- 
tive medical staff. It has no assigned duties or 
responsibilities. 
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Consulting Medical Staff. Consists of recognized 
specialists who are active in the hospital or who 
have signified willingness to accept such ap- 
pointment. 


Appointment is made by the governing board on 
recommendation of the medical staff, proposed 
member invited, and credentials are not re- 
quired. 


Duties are to give services without charge in 
care of free patients, when requested to do so by 
members of the active staff. 


Active Medical Staff. Consists of physicians of 
proved ability, most actively interested in the 
hospital, and appointed primarily to care for the 
indigent sick. This is the most authoritative body 
in internal staff government. 


Appointments are made annually from former 
members of the active medical staff. 


Vacancies are filled, in so far as possible, by pro- 
motion of members of junior divisions who have 
signified a desire to become more active in the 
work of the hospital. 


Physicians not resident in the community are 
not eligible for membership on the active staff. 
Appointment is made by the governing board on 
recommendation of the active staff. 


Only members of the active staff should be eli- 
gible to vote or to hold office. 


Associate Medical Staff. Consists of junior and 
less experienced members or of physicians who 
have not been actively interested in the work of 
the hospital but have expressed a wish to be- 
come active as vacancies occur. 


They should be assigned to services in the same 
manner as that provided for the active staff, and 
each should be associated as a junior, with a 
member of the active medical staff. They should 
attend free patients assigned to their senior. 


Appointments to active medical staff should, 
whenever possible, be by promotion from asso- 
ciate medical staff. 


Associate staff members should have all the 
privileges of medical staff membership except 
that they should not be eligible to vote or hold 
office; they may be appointed to all the com- 
mittees except executive and credentials. 


Courtesy Medical Staff. Consists of those mem- 
bers of the medical profession eligible for staff 
membership who wish to attend private patients 
in the hospital but do not desire to become mem- 
bers of the active medical staff or who, by reason 
of residence, are not eligible for such appoint- 
ment. 


They should be appointed in the same manner as 
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other members of medical staff, and have all 
priviliges except to vote or hold office. 


There are other divisions which may be consid- 
ered, such as the senior medical staff, junior med- 
ical staff, adjunct medical staff, and clinical assist- 
ants. Since the divisions and terminology vary so 
greatly, an arbitrary classification cannot be 
established. 


Emphasis, however, is placed upon the assign- 
ment of every physician privileged to work in the 
hospital to a definite status in one of the divisions. 
No physician should be permitted to attend pa- 
tients in the hospital until he has been properly 
appointed and assigned to one of the recognized 
divisions of the medical staff. 


Finally, it is desirable that the medical staff 
organization provide for advancement of the 
younger men, and that it assure adequate control 
and supervision of all professional activities. 


The degree to which the principles of medical 
staff organization have been applied is a reliable 
index to the standards maintained and to the 
service which is rendered to the patient. 


Departmentalization of Medical Staff 


Special consideration should be given to the dif- 
ferentiation of the medical staff into the various 
specialties, in so far as practicable. Division into 
departments fixes responsibility more definitely, 
stimulates scientific interest in the medical spe- 
cialties, and promotes the proper administration of 
the professional services. 


In the small hospital, departmentalization of the 
medical staff to any extent is not possible. Under 
such conditions, a general medical staff is more 
practicable with, however, the two major divi- 
sions: medicine and surgery. 


In larger communities where the physician may 
restrict his practice more readily to a chosen field, 
specialization is usually sufficient to warrant the 
formation of more clinical divisions. At least the 
following may be established: 


Medicine 

Surgery 

Obstetrics and Gynecology 

Ophthalmology, Otolaryngology and Rhinology 


Each department should be under the direction of 
a supervisory head or chief who is responsible for 
the development and supervision of the service. 


As the hospital increases in size and the medical 
staff becomes larger and more differentiated, all 
the main divisions can be established. In these 
institutions are departments of: 


Otorhinolaryngology 
Dermatology 


Medicine 
Surgery 
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Obstetrics and Gynecology Neurology 


Pediatrics Psychiatry 
Urology Anesthesia 
Orthopedics Pathology 
Ophthalmology Radiology 


each with its responsible head or chief, in charge 
of the service. 


Where the medical profession is highly special- 
ized, and particularly in teaching hospitals, addi- 
tional departments are created by subdividing the 
main divisions, each department being placed un- 
der direction of a chief. 


Departmentalization in its highest form em- 
braces the full range of clinical specialties as 
follows: 


Medicine, which includes the following services: 


Cardiology ; 
Communicable diseases 
Dermatology and syphilology 
Diseases of the lungs 
Diseases of metabolism 
Endocrinology 
Gastrointestinal diseases 
Neuropsychiatry 

Pediatrics 


Surgery, which includes the following services: 


Malignant tumor surgery 
Neurological surgery 
Obstetrics and gynecology 
Ophthalmology 
Otorhinolaryngology 
Oral surgery 

Orthopedics 

Plastic surgery 
Proctology 

Thoracic surgery 
Traumatic surgery 
Urology 


Other departments of the medical staff related to 
the various specialties are: 


Anesthesia 
Pathology 
Radiology 


A department of dentistry may be established, and 
dentists desiring hospital privileges for their pa- 
tients may qualify for appointment to the dental 
staff. 


Officers and Committees 


In order to fulfill the functions of the medical 
staff, the following officers and committees are re- 
quired in the small hospital: 


President 
Secretary 
Executive Committee 
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In the larger institution, a more extensive organ- 
ization may be indicated: 


President, or Chief 
Vice-President, or Vice-Chief 
Secretary-Treasurer 


Standing Committees as follows: 


Executive Committee or Medical Board 
Qualifications or Credentials Committee 
Efficiency Committee 

Medical Records Committee 

Program Committee 

Joint Conference Committee 


Standing committees are selected or elected by 
the staff, or appointed by the chief of staff, and 
should present reports of their progress at medical 
staff conferences. Their duties and responsibilities 
should be incorporated in the staff rules, and 
briefly are as follows: 


Executive Committee or Medical Board 

To coordinate the activities and policies of the 
various departments. (This committee usually 
is composed of the heads of the various clinical 
divisions.) 

Qualifications or Credentials Committee 

To review the qualifications of physicians apply- 
ing for membership on the medical staff; to reg- 
ulate requirements for admission to practice in 
the hospital; to make recommendations on med- 
ical staff appointments, promotions, and privi- 
leges to do major surgery. 


Efficiency Committee 
To maintain high professional standards. 


Medical: Records Committee 

To supervise and appraise the medical records, 
that they might be kept up to the required 
standard. 


Program Committee 

To prepare programs for medical staff confer- 
ences. 

Joint Conference Committee 


To function as a correlating unit between the 
medical staff and the governing board. 


The membership of these groups may change from 
year to year. Special committees may be appointed 
for consideration of problems arising from time to 
time. 


Medical Staff’s Relation to the Governing Board 


The medical staff is responsible to the governing 
board for the clinical and scientific work of the 
hospital, since the governing board is the supreme 
authority in the hospital—responsible for the 
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management, control and functioning of the insti- 
tution. 


The medical staff may be called upon to advise 
the governing board on professional problems and 
policies. Such cooperation between the two bodies 
may best be effected by means of the Joint Con- 
ference Committee referred to above, consisting 
of representatives of the medical staff and govern- 
ing board who meet regularly to discuss medico- 
administrative subjects of mutual interest and de- 
velop sound professional policies. 


Some hospitals appoint a representative of the 
medical staff as a member of the governing board. 
However, national organizations and leading hos- 
pital authorities believe that to be an undesirable 
practice which leads to many complications. 


Other institutions appoint a retired physician to 
the governing board. The physician in this case 
should be one who keeps abreast of medical prog- 
ress. Still other hospitals prefer a representative 
committee elected by the medical staff, to meet 
with the governing board, while some favor a med- 
ical council (comprised of the chief of the medical 
staff, heads of departments or senior staff mem- 
bers, and the superintendent as a member ex offi- 
cio) to meet with the governing board. 


Each hospital must adopt an arrangement most 
suitable to its own needs in providing this im- 
portant link between medical staff and governing 
board. 


Selection of Medical Staff 


Selection of the medical staff is one of the most 
serious responsibilities with which the governing 
board is charged. In legal cases, supreme courts 
have ruled that whenever a hospital fails to exer- 
cise due and reasonable care in the selection of its 
agents, it is liable. 


To protect the patient, the hospital must have 
the right to say who shall or shall not work 
therein, and it may exclude licensed practitioners 
who are considered unqualified professionally. Al- 
though some states have laws which specifically 
provide that any licensed local physician must be 
admitted to practice in the hospital, the tendency 
is to support the right and duty of governing 
boards to exclude the unqualified practitioners. 


Clause II of the Minimum Standard for Hospi- 
tals states: 


“That membership upon the medical staff be 
restricted to physicians and surgeons who are 
(a) graduates of medicine of approved med- 
ical schools, with the degree of doctor of 
medicine, in good standing, and legally li- 
censed to practice in their respective states 
or provinces; (b) competent in their respec- 











tive fields; and (c) worthy in character and 
in matters of professional ethics; that in this 
latter connection the practice of the division 
of fees, under any guise whatsoever, be pro- 
hibited.” 


Qualifications for membership on the medical 
staff should be based on ethics, education, experi- 
ence, character, loyalty, and a signed agreement 
to abide by the constitution and by-laws of the 
hospital. 


Ethics. In considering a physician’s eligibility, 
the codes of ethics of the American College of 
Surgeons, American Medical Association and 
Canadian Medical Association must be regarded 
as a major requisite. 


Education. The following minimal educational 
requirements are deemed essential for medical 
practitioners: 


Secondary school education equivalent to a 
four-year course in an accredited high school 


Premedical course, consisting of at least two 
years in a recognized college 


Medical course of four years completed suc- 
cessfully in an approved medical school 


Practical experience of at least one year as an 
intern and one or more years as a resident in 
an approved hospital 


Experience. Experience and competence are rel- 
ative terms, to be interpreted in their broadest 
sense. The conscientious physician who has ful- 
filled the educational requirements shall not be 
excluded on account of inexperience, provided 
he has the judgment to realize his limitations 
and makes use of consultations and assistance. 


Character. Selection on basis of character is ef- 
fective in preventing unethical practices in the 
hospital. 


Loyalty. A physician who accepts a place on the 
medical staff should help develop an efficient 
professional service and support the manage- 
ment in proper administration of the hospital. 


Method of Appointment to the Medical Staff 


A definite method of appointment to its medical 
staff should be adopted by every hospital and in- 
corporated in the by-laws, rules and regulations. 
A uniform procedure for all candidates, such as the 
following, is recommended: 


Application. The physician seeking hospital priv- 
ileges submits a written application to the super- 
intendent, secretary or other authorized official 
of the hospital, setting forth at least the follow- 
ing information: 


Identification data 


Medical college from which applicant gradu- 
ated, and year 


Internship, residency, postgraduate work, sub- 
sequent experience 


Medical society or societies of which applicant 
is member in good standing 


Scientific papers or essays which applicant has 
written and where published 


National scientific meetings attended during 
previous three years 


Three acceptable references from community 
in which applicant is practicing or formerly 
practiced 


Signature of applicant to agreement to abide 
by by-laws, rules, regulations and standard 
policies of the institution, including resolution 
against division of fees if granted privilege to 
work therein 


Credentials. The application is considered, to- 
gether with all credentials and other available 
information, by the medical staff, or a committee 
of the medical staff, or the chief of staff or head 
of the department, who then submit recommend- 
ation to the governing board which makes final 
disposition of the case, either as being accepted, 
deferred for additional information or further 
observation, or rejected. It is desirable to have a 
properly constituted credentials committee for 
this purpose, free from politics or prejudices. 
All findings of the committee should be care- 
fully recorded and signed by the proper officers. 


Appointment. This carries with it full or re- 
stricted privileges to work in the hospital, and 
the applicant becomes a member of the medical 
staff. Notice of appointment is given officially 
and becomes a matter of record in the hospital. 
It is advisable to extend hospital privileges for 
one year only, with the understanding that ex- 
tension is possible if candidate’s work and con- 
duct is satisfactory. 


Record of professional efficiency and conduct. 
The hospital keeps a careful, confidential record 
of professional efficiency and conduct of each 
physician on the staff, for the appraisal of the 
governing board in promotions or appointments 
of trust and responsibility. 


Fee-splitting 


Fee-splitting is a transaction for financial gain 


practiced under contract, understanding, or by 
consent—silent or spoken—through which a por- 
tion of the compensating fee that a specialist or 
practitioner receives from a patient (presumably 
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for his own services) is paid directly or indirectly 
to another individual or agent who was influential 
or instrumental in bringing the patient to the spe- 
cialist or practitioner for operation or treatment. 


Each hospital should take a firm stand by the 
adoption of a resolution against fee-splitting which 
should be signed by every physician who has hos- 
pital privileges. Further, it is the duty of the hos- 
pital management to exercise continuous vigilance 
to prevent fee-splitting under any guise. The gov- 
erning board must have the courage to take action 
against unethical practices, not only for the sake of 
the patient and the reputation of the hospital, but 
also in support of the honest physicians who are 
the bulwark of all that is good in medical practice. 


The Board of Regents of the American College 
of Surgeons has adopted definite principles of fi- 
nancial relations in the professional care of the 
patient. These are stated on Page 19 of the Manual 
of Hospital Standardization. 


By-Laws, Rules, and Regulations 
The first step in the organization of a medical 
staff is to formulate complete by-laws, rules, and 
regulations which set forth the organization, du- 
ties, responsibilities, and procedures, which are to 
be approved by the medical staff, signed by the 
chairman and secretary, and submitted to the gov- 

erning board of the hospital for adoption. 


The by-laws, rules and regulations should be offi- 
cially adopted and attested by the signatures of the 
chairman and secretary of the governing board, 
in order to make the document effective. Finally, 
the signatures of all members of the medical staff 
should be affixed, as evidence of good faith and 
agreement to abide thereby. 


The by-laws should be revised every three to 
five years by a committee of the medical staff and 
the superintendent, approved by the governing 
board, and a copy placed in the minute book of the 
medical staff proceedings for reference. 


Each hospital must evolve regulations applicable 
to its own needs and, in addition, should adopt cer- 
tain major principles which are fundamental and 
are to be embodied in all medical staff by-laws, 
rules, and regulations, such as the following: 


A statement of the necessary qualifications 
which a physician must have to be privileged to 
work in the hospital. 


An outline of procedure in extending privileges 
to physicians to work in the hospital. 

A descriptive outline of medical staff organiza- 
tion. 


A definite and specific statement forbidding the 
practice of the division of fees under any guise 
whatsoever. 
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Provision for keeping accurate and complete 
clinical records. 


Provision for regular meetings of the medical 
staff at least once a month. 

A statement to the effect that the physician in 
charge of the patient shall be responsible for 
seeing that all tissue removed at operation is 
delivered to the hospital pathologist for exam- 
ination. 


Provision for routine examination of all patients 
on admission and recording of preoperative di- 
agnosis prior to operation, except in emergen- 
cies. 


A rule permitting a surgical operation only on 
consent of the patient or his legal representative, 
except in emergencies. 


A regulation insisting that physicians’ orders be 
in writing. 

A statement giving sole authority to the hospital 
superintendent in the admission of patients. 


A statement providing that major operative ob- 
stetrics or curettages shall not be performed 
except after consultation with at least one mem- 
ber of the regular staff. 


Sample sets of by-laws, rules and regulations gov- 
erning the medical staff will be found in Ad- 
dendum I, pages 78 to 95 of the Manual of Hospital 
Standardization. 


Medical Staff Conference 


Medical staff conferences must be held at least 
once each month in order to accomplish a thorough 
review of the clinical work of the hospital. In the 
majority of hospitals, meeting of the entire med- 
ical staff as a single unit is practicable, but in the 
large, departmentalized institution, the various 
clinical departments find it necessary to meet in 
sections and to convene weekly in addition to the 
general monthly medical staff meeting if all phases 
of the clinical work in each department are to be 
carefully analyzed. 


Joint medical staff conferences of two or more 
hospitals in the same community are not recom- 
mended. 


Purposes of Medical Staff Conference. The reg- 
ular medical staff conference is designed to fulfill 
the following purposes: 


To keep the scientific work of the hospital up to 
the highest standard. 


To provide means through which members of 
the medical staff can improve their medical 
knowledge. 


To encourage special studies and clinical re- 
search. 











To furnish opportunity to disclose any gross in- 
competency, commercialized work, and unnec- 
essary or unethical practices which may exist. 


Preparation of Program. Preparation of the pro- 
gram should be started immediately after adjourn- 
ment of the previous meeting. The monthly anal- 
ysis report should be posted on the physicians’ 
notice board a few days prior to the meeting, and 
a copy of the program sent to each member of the 
medical staff. A program committee of three to five 
members (depending on the size of the hospital) 
is usually required. Discussion of medico-adminis- 
trative matters and professional policies should 
not have a place on the medical staff conference 
program. A proper program is here outlined: 


Presentation of a report of professional work for 
the previous month by distributing copies of the 
monthly analysis report or placing the report 
on a blackboard. 


Presentation of committee reports by any stand- 
ing or special committees which have functioned 
during the month. (The medical records com- 
mittee especially should report on the medical 
records.) 


The clinical program: 
Review of patients in the hospital with special 
reference to those presenting intricate diag- 
noses, delayed recovery, and questions of 
treatment. 


Review of selected cases discharged since last 
clinical conference. 


Report of group studies of cases. 
Presentation of selected cases of special in- 
terest. 


Analysis of clinical reports from various de- 
partments. 


Discussion of ways and means of improving 
professional services in the hospital. 


The program of the regular medical staff confer- 
ence should be devoted strictly to review and 
analysis of the clinical work within the hospital. 
A program consisting of an address by a visiting 
physician or presentation of medical papers is not 
acceptable for a medical staff conference. 


Analysis of Clinical Work. This analysis should 
embrace: 


Gross results. Usually expressed as “well” or 
“recovered,” “improved,” “not treated,” “in for 
diagnosis,” and “died.” This analysis includes 
only consideration of immediate results and 
should be supplemented or replaced, if pos- 
sible, by a later analysis showing actual end 
results. 


Mortality rate. A very careful inventory of 





deaths occurring in the hospital during the 
period under review should be presented, with 
full discussion of cases selected as indicated. 
The net death rate should be considered. There 
are two methods of arriving at the net death 
rate: 


Studying the individual death to determine 
whether any known means of treatment 
could have prevented it. (This method is 
not generally used.) 


Arbitrarily classifying all deaths occurring 
over 48 hours after admission as hospital or 
net deaths. This makes a more uniform 
means of securing statistics of comparable 
value. 


Autopsy rate. Incidence of autopsies is rightly 
considered as a just and true measure of the 
scientific attitude of the members of the staff. 


Infections. Infections should be traced to their 
source, not limited to those occurring in the 
surgical service. They should be carefully re- 
corded so as to come under review. 


Consultations. Percentage of consultations is 
considered an index of cooperation and team- 
work among members of medical staff. In 
determining number of consultations, only 
those which have been recorded are consid- 
ered. 


Resulting audit. Debit items are deaths, infec- 
tions, and other complications. Credit items 
are the recovered and improved. The balance 
sheet, on comparison with similar balances of 
other hospitals, working under comparable 
conditions, should show that the results pro- 
duced are at least as good as can be reasonably 
expected. 


Conduct of Medical Staff Conference. The suc- 
cess and value of the medical staff conference 
depends to a large extent on the manner in which 
it is conducted. 


Presiding officer. The chairman of the confer- 
ence should be an experienced presiding officer, 
directing the discussions along indicated lines. 


Preparation. The program should be prepared 
previous to the meeting. 


Facilities. The room should be amply furnished 
with comfortable seats, tables for chairman, sec- 
retary and records librarian, readily visible black- 
board, x-ray viewing box, lantern, screen and pro- 
jection facilities. 


Time of meeting. The day and hour most con- 
venient to majority of medical staff should be 
selected, not earlier than the middle of the month. 
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Place of meeting. It should always be the hos- 
pital where records, x-ray films, and reports are 
available. 


Duration of meeting. The meeting should start 
and end as nearly on time as possible. When a 
meeting lags, the physician’s interest is lost. 


Rules of procedure. Parliamentary rules of pro- 
cedure should govern the meeting, but free and 
frank discussion from the floor should not be dis- 
couraged. 


Attendance at Medical Staff Conference. Every 
physician who attends patients in the hospital 
should attend the medical staff conference. The at- 
tendance of the medical staff is one group whose 
attendance is obligatory. Three excuses are accept- 
able: illness of the physician or his family, absence 
from the community, or the occasional emergency. 


Three consecutive absences without proper ex- 
cuse should automatically cancel membership of 
the active medical staff member. 


The associate staff member should attend at 
least 50 per cent of the meetings. The consulting 
and honorary staff members are not required to 
attend but it is very desirable to have their 
presence. 


Minutes of Medical Staff Conference. These 
should be prepared by the secretary of the med- 
ical staff and should include the attendance record 
of each member, reports of committees, brief ab- 
stracts of the cases presented, and discussions. 
Preferably the minutes should be typewritten and 
kept on file in the hospital for review and refer- 
ence. The staff minute book designed and recom- 
mended by the American College of Surgeons 
contains indexed sections for by-laws, signatures 
to the by-laws and anti-fee-splitting pledge, roll 
call and roster of membership, monthly analysis 
report, special reports, and outline for abstracts 
of cases. 


Advantages of Medical Staff Conference. These 
conferences, properly organized, are an advantage 
to the patient, the physician, the hospital, and the 
community— 


To the patient, because: 


Scientific work of the hospital is kept on the 
highest possible plane of efficiency. 


Physician leaves nothing undone that will 
react beneficially 


Consulting service is available 
Special departments do accurate work 


Operating room staff maintains rigid tech- 
nique 


Care on wards is skillful and painstaking 
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Determined and unified effort to prevent in- 
fection and other morbidity is maintained 


Mortality rate is lowered, and average days’ 
stay shortened. 


To the physician, because: 
Clinical efficiency of individual members is 
increased. 


Conferences become veritable postgraduate 
courses for physicians. 


They are a means of encouragement and stim- 
ulus for young physicians. 


Fellowship and cooperation are promoted 
among members of medical staff; factional 
strife, unfriendliness and jealousies elim- 
inated. 


To the hospital, because: 


Constant improvement is assured through re- 
vealing of weaknesses and emphasizing points 
of strength. 


Medical audit gives clear statement of results 
produced and provides that a comparison may 
be made with comparable institutions. 


Engenders confidence in the community, en- 
hancing reputation of the hospital. 


To the community, because: 
In curative medicine— 
It is assured of a place where disabilities of 
the ill may be cared for in accordance with 
teachings of most advanced medical thought. 


In preventive medicine— 
In non-communicable diseases, systematic 
examination in the hospital, through early 
diagnosis, results in prevention. 


In communicable diseases, the hospital sup- 
plements the work of the health depart- 
ment, promotes recovery, and protects the 
community by caring for patients suffering 
from such diseases. 


* & % 


Thus we see that staff conferences, if properly 
organized and conducted, result in distinct ad- 
vantages to the patient, physician, hospital and 
community. 


Until recent years, each member of the medical 
staff carried on his work in his own individual 
manner, not at all concerned with the work being 
accomplished by his confreres; but today in the 
modern, properly organized hospital, the medical 
staff functions as a unit. 


The attitude of the staff has changed from that 
of individual interest and responsibility to that of 
group interest and cooperative responsibility. 











Fundamental Principles in Hospital 


Organization and Management 


whether government or voluntary, is a great 

asset to any community and lends stability 
because of the business it brings to the community 
and the security it affords its citizens for its doors 
are never closed to the sick and suffering. This is 
especially true of the community hospital of which 
we can list the city, church, fraternal and those 
originated by the community for the health pro- 
tection of its citizens. As there are so many types 
of hospitals and various social and economic con- 
ditions and difficulties of operation due to the 
war, I will not attempt to cover the entire subject. 


T« PRESENCE Of a_ well-equipped hospital 


Aunt Mary was a very nervous woman and she 
never did have any patience with Uncle John. 
Finally Uncle John could bear it no longer and 
consulted with Doc Magill. The Doctor, knowing 
the old couple very well, said, “Uncle John, you 
have stuck to the old farm nigh on to twenty-five 
years and have never taken a vacation. You and 
Aunt Mary get in the old car and take a trip to the 
seashore. It will do you both good.” So it was 
arranged. Arriving there they sat on the beach. It 
was rather windy but the sight of the great ex- 
panse of water held them spellbound. Aunt Mary 
got to looking at the lighthouse way out in the 
bay. It was one of those lights that flash on and 
off every thirty seconds. After she’d been looking 
at it for fifteen minutes, she turned to Uncle John 
and said, “Well, John, you were right. I never did 
have any patience, but I’ve learned my lesson in 
patience already. That wind has blown that light 
out thirty times and that fellow out there just 
keeps lighting it again.” 

If you will have the patience, I will try and keep 
the light burning. 


Hospitals in General 


Hospitals differ in type of ownership or control 
and in type of patient or disease treated, so it has 
been said there are no two hospitals exactly alike. 


Some counties maintain general hospitals, some 
tuberculosis hospitals, others mental hospitals. 
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We have an army general hospital, a church gen- 
eral hospital, a privately owned general hospital, 
and a city general hospital. All types of institu- 
tions rendering the same or similar kind of service 
under different types of control. However, gener- 
ally speaking, the same principle of successful 
operation can be applied to them all. Type of 
ownership does not affect fundamental principles 
of managing these activities, although special con- 
ditions may restrict the application of some of 
these principles. 


Organization 


A hospital is organized under a charter or 
articles of incorporation which sets forth objects 
of the institution. The organizers draw up a con- 
stitution and by-laws, general rules and regula- 
tions in accordance with this charter. All members 
of the corporation must subscribe to this constitu- 
tion and its regulations, which provide for the 
establishment and perpetuation of the governing 
body by whatever name it may be called. There 
are three general divisions: 

1 Control by a unit of the government, such as 
army, state, county and city hospitals. 


2 Ownership by a benevolent or nonprofit asso- 
ciation, such as the church, the Masonic order, or 
other nonprofit organizations. 


3 Ownership by an individual or corporation 
for profit. This type of hospital is usually owned 
by a physician, railroad or industrial corporation. 


Governing Board 


A hospital board is the organized group of in- 
dividuals legally responsible for the proper main- 
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tenance and operation of a hospital — usually 
called a board of trustees, or a board of managers. 
The board may be made up of all men, all women, 
or men and women. The question often arises as 
to whether a doctor, who is a staff member, should 
be on the board. Usually this works satisfactorily 
if the staff selects the doctor or doctors subject of 
course to the approval of the board. The number 
of members vary from a small group of, say, eight, 
to as many as twenty-eight. The larger group is of 
ten and is more effective if very carefully selected 
as to their business ability and their standing in 
the community. In order to have a well function- 
ing board, it should be divided into four classes. 
For instance, if there are twelve members they 
can be divided into four classes: three for 1942, 
three for 1943, three for 1944, three for 1945. At 
the next annual meeting, the three for 1942 would 
be elected for 1946. If any vacancies occur, a 
nomination committee appointed by the president 
would bring in nominations for new members at 
the annual meeting. The usual officers of the board 
are president, vice-president, secretary and treas- 
urer, elected annually. The hospital board func- 
tions through its membership, its officers, and 
committees, and holding regular meetings at least 
monthly for the consideration of the work of the 
hospital, determination of policies, decisions on 
current problems and committee reports. 


The usual committees are: executive committee, 
finance committee, house committee, school for 
nursing committee (the superintendent of the hos- 
pital and the director of the school of nursing 
should be advisory members of this committee), 
medical staff committee (this committee can be a 
joint committee of the staff and the trustees. The 
administrator of the hospital should be a member 
ex-officio of this committee). 


Duties 


The duties of a hospital trustee are to subscribe 
to the constitution and by-laws, rules and regula- 
tions of the hospital corporation, to attend board 
and committee meetings, fulfill obligations en- 
trusted to him by the board, and to advise board 
members on policies, activities, and other matters 
within scope of the board. The effectiveness of a 
policy depends upon the way it is transmitted, 
interpreted, and executed. It is the duty of the 
board members to be well informed and to keep 
abreast of the field through membership in, or 
contact with, various hospital associations, attend- 
ance at conventions when possible, the reading of 
hospital journals, and through information offered 
by the administrator. In this way he becomes bet- 
ter informed as to trends and developments in the 
hospital field, and is more competent to judge the 
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value of new ideas relating to service to the 
patients for whom he is responsible. 


Responsibilities 


Courts have frequently ruled that hospital 
trustees are legally responsible for the proper con- 
duct of the institution, the careful selection of all 
personnel including the medical and nursing staff. 
They have a legal right to reject applicants for 
staff positions who, in the opinion of the board, are 
not acceptable. Numerous court decisions hold 
trustees responsible for the acts of their agents or 
employees, including physicians or others per- 
mitted to care for patients in the institution. It is 
well for boards of trustees to study the standards 
as set up by the American Hospital Association, the 
American Medical Association and the American 
College of Surgeons. The trustees are obligated to 
the community to set high standards and manage 
the hospital on sound business principles; to sup- 
ply services to those worthy of charity as far as 
funds will permit. The saving of human lives is 
always the first consideration. The board also has 
a definite obligation to maintain and advance pro- 
fessional standards, to promote as far as possible 
medical education and research. Should the ad- 
ministrator attend board meetings? The American 
Hospital Association in 1920 adopted a resolution 
that the superintendent should attend general 
board meetings and should be an ex-officio mem- 
ber of all committees of the board, the staff, and 
the nursing department. 


The essentials of a registered hospital, prepared 
by the Council on Medical Education can be had 
by writing to the American Medical Association. 
For standards write the American College of Sur- 
geons or the American Hospital Association. 


All hospitals of the country should adopt a pro- 
gram of installation of newly elected board mem- 
bers—a program given in the hospital or suitable 
place where the hospital personnel can be present. 
The press should be represented. The charter, the 
constitution and by-laws, the American Hospital 
Association Code of Ethics should be read. The 
newly elected member should be advised of his 
obligations to the hospital and the community as 
a board member and all suitable instructions given 
for the benefit of all as well as the newly elected 
member. In this way the new member will enter 
into his duties with a fair knowledge of what they 
are and the hospital personnel will recognize him 
and make him welcome. It will go a long way 
toward cementing the ties that should bind the 
hospital family together. 


Women’s Auxiliary 


The volunteer work done by women in the in- 
terest of the hospital has become a very important 
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factor in its service to the community. It is esti- 
mated that there are three hundred thousand 
women doing volunteer work in this country and 
Canada without pay and a very large percentage 
of these women belong to a woman’s auxiliary of 
some hospital. Unlike any business, the adminis- 
trator of a hospital must depend to a great degree 
on volunteer service and this particular volunteer 
service is rapidly growing. It is gratifying to note 
the interest shown by auxiliary members in their 
attendance at our conventions of the American 
Hospital Association and other meetings. The ob- 
ject of a women’s auxiliary board is to cooperate 
with the board of trustees and the administrator 
in cementing community interest in the hospital 
activities. 


Like the school and the church, the hospital 
must have strong support from the community to 
exist. The women’s auxiliary can become the lead- 
ing factor in developing this community spirit. 
It also is a great help in raising funds for 
equipment and supplies and in the support of 
special departments for the best interest of the 
patients such as the library, social service, etc. 
There are many ways to raise funds and at the 
same time stimulate activities not only of its mem- 
bers but the whole community. A good example 
of this is their support of National Hospital Day. 


A few of the methods of raising funds are as 
follows: (1) active membership dues, (2) asso- 
ciate membership dues, (3) junior membership 
dues, (4) life saving fund ($25 annually in addi- 
tion to dues), (5) child free bed fund (contribu- 
tions by Sunday school and public school children 
—small banks are used for this purpose), (6) gift 
shop in the hospital, (7) old book sales, (8) rum- 
mage sales, (9) social events such as annual 
charity ball, fashion show, bridge parties, and con- 
certs, (10) take over daily paper for one day, 
make it a hospital edition and solicit advertise- 
ments from all commercial, educational and other 
community interests; the paper to give a liberal 
percentage of all advertisements. This can be 
made a great publicity issue for the hospital as 
well as a financial one, (11) collect jelly, jams and 
other delicacies for the patients. In addition to 
fund raising are the various opportunities for vol- 
unteer service in the various departments. 


Organization 


A woman’s auxiliary need not be chartered 
by the state, but should have by-laws setting 
up officers and committees and their duties. The 
officers are as follows: president, vice-president, 
treasurer, secretary, corresponding secretary; com- 
mittees: executive committee, membership com- 
mittee, nursing committee, library committee, 
social service committee, entertainment commit- 
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tee, finance committee, other committees as 
needed. 


Membership 


The membership should be active and associate. 
Some auxiliaries have a junior membership which 
works out very well for it affords an opportunity 
for the daughters and other girls to train for an 
active membership. The number of members in 
any of the three groups need not be limited. The 
administrator of the hospital should see that the 
auxiliary members are thoroughly informed as to 
the various hospital activities. This can be done by 
reports from the administrator and heads of de- 
partments at the monthly meetings and through 
the monthly bulletin if one is printed. Where there 
is a large membership it is necessary to print a 
monthly bulletin featuring the different depart- 
ments. The dues paid by members can include 
the bulletin. In this way the members will be 
fortified to carry the message of the hospital to the 
public in a proper manner. 


Medical Staff 


Like the board of trustees and the woman’s 
auxiliary, the staff should be organized as a medi- 
cal board with officers and committees all working 
in close cooperation with the administrator and 
the trustees. Care should be made by the board of 
trustees in selecting the staff for it is the most 
important factor in any hospital. The hospital can 
be no better than its staff. It is the responsibility 
of the medical staff and the governing board to 
safeguard the interests of the hospital and the 
public so that no members of the medical staff or 
other practitioner shall be permitted to undertake 
any procedure for which he is not fully competent. 
For the protection of the patient in all serious or 
doubtful cases there should be adequate consulta- 
tion. The individual physician does not always 
remember the Oath of Hippocrates upon which he 
can depend for guidance and to which he can look 
when perplexed over questions of right or wrong. 


Organization—Proper staff organization is not 
only vital to the patient and the hospital but it is 
of greatest importance to the physician himself, to 
the nurse, to the intern, in fact to all concerned in 
hospital work. 


The organization of the staff can be as follows: 


Officers— 
President 
Secretary t These can 
Treasurer § be one 


Committees— 
Executive Commitee 
Liaison Committee to work with a similar committee 
of the trustees 
Records Committee 
X-ray Committee 
Pharmacy Committee 
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Operating Room Committee 
Laboratory Committee 
Any other as needed. 

By-Laws—By-laws should include sections on 
election of officers and their duties, committees 
and their duties, chief of staff, consulting staff, 
honorary staff, senior staff, associate staff, assist- 
ant or junior staff, courtesy staff, eligibility and 
qualifications, removals, restrictions, grievances, 
clinical, organization of departments and any 
other items to fit into the particular staff duties. 


Staff Departments—When possible to do so the 
medical work of the hospital should be divided 
into departments each headed by a specialist. 


Attending Physician 
Associate Attending Physician 
Assistant Attending Physician 


Attending Pediatrician 
Associate Attending Pediatrician 
Assistant Attending Pediatrician 


Attending Physician, Neurology and Psychiatry 
Associate Attending Physician, Neurology and Psychiatry 


Attending Dermatologists 
Associate Dermatologists 
Assistant Dermatologists 


Attending Anesthetist 
Associate Anesthetist 
Assistant Anesthetist 


Attending Surgeons 

Oral Surgery 
Urology 
Neuro-Surgery 
Orthopedics 


General Surgery and 


Associate Surgeons 
Assistant Surgeons 


Attending Obstetricians 
Associate Obstetricians 
Assistant Obstetricians 


Attending Gynecologists 
Associate Gynecologists 
Assistant Gynecologists 


Attending Larngologists and Otologists 
Associate Larngologists and Otologists 
Assistant Larngologists and Otologists 


Attending Opthalmologists 
Associate Opthalmologists 
Assistant Opthalmologists 


Other Departments 
Electrocardiograph 
Physical Therapy 
Vascular Therapy 
Occupational Therapy 
Metabolism 
Pathology 
Toxicology 
Bacteriology 
Chemistry 
Blood and Plasma Bank | 

Resident Staff 

Intern Staff 


Other departments can be added as the particu- 
lar situation demands. Small hospitals can elimi- 
nate or consolidate departments. 


These departments head- 
ed by members of the staff 
» who are specialists or who 
have had training in the 
particular specialty. 





By setting up departments it affords a greater 
Opportunity for the younger men, the associates 
and assistants, a greater opportunity to train un- 
der the attending staff for the specialty of their 
choice and for their moving up when vacancies 
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occur. You also give a better service to the patient, 
and afford a larger service for the residents and 
interns for they care for the patients of the asso- 
ciates and assistants along with the attending, or 
chief of staff. You also have an organization that 
can rule out all cults and members of the medical 
profession who are guilty of the unethical practice 
of affiliating themselves with those who are not 
fully qualified to care for the sick, thus strengthen- 
ing your staff and raising the standards of your 
institution. Their form of organization is a closed 
staff, that is, only doctors elected as members can 
practice in the hospital, however, in some in- 
stances a courtesy staff can be added but they 
should be carefully selected so as to cooperate and 
fit into the organization. Whether an open or 
closed staff the trustees should control. With the 
staff organized as submitted the trustees should 
make the appointments only on recommendation 
of the staff but they have the right to reject as 
well as elect. 


The intern service should be thoroughly or- 
ganized by an intern committee of the staff, who 
will select interns. The American Medical Associ- 
ation Intern Manual is a reliable guide to follow. 
This committee can also guide the resident staff. 


The Medical Records Committee appointed by 
the staff should scrutinize the records from time to 
time to see that they are properly kept and that 
they are in the hands of the librarian within the 
time limit for filing and assist or consult with the 
librarian. A careful keeping of the records is es- 
sential for the scientific growth of the staff mem- 
bers including residents and interns, also for court 
proceedings. The standard of the hospital may be 
judged by its records and this committee has a 
very important place in the staff organization. 


Nursing Service 


Along with the service of the medical staff the 
nursing service must be of a high standard to meet 
the demands of a critical public. The reputation of 
the hospital will rise or fall if these two services 
working hand in hand do not measure up to the 
standards fixed for them. Boards of trustees should 
and in most instances do realize their grave re- 
sponsibility in not only providing adequate nurs- 
ing care for their patients but also in educating 
and training nurses capable of meeting the de- 
mands of the community they serve. Minimum 
standards have been set up in order to assist hos- 
pitals to provide adequate service. The League of 
Nursing Education or the American Hospital 
Association will gladly provide these minimum 
standards to any who are interested. During this 
war period there is a great shortage of nurses, 
therefore an urgent demand to train more nurses. 
Hospitals who have properly organized schools 
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can increase their number of pupils during the 
duration of the war. Those hospitals that have no 
school should study the situation carefully before 
establishing a school for there are so many con- 
siderations to take into account. I mention a few 
as follows: 


1 Suitable housing conditions for their pro- 
tection and welfare 


2 Class rooms, library and laboratory facili- 
ties 


3 A director properly prepared to direct—she 
is the key person 


4 Efficient faculty who know how to teach 
5 Sufficient patients for clinical practice 


6 A budget sufficient to operate a school at 
the minimum standard 


These are some of the chief aspects to consider. 
In many instances it is much more economical for 
the hospital to hire graduates than to operate a 
school so a careful survey of the situation should 
be made before launching out. Whether you oper- 
ate a school or not it is well to have a committee 
on nursing made up of say two members of the 
board of trustees, two from the women’s auxiliary 
and two from the medical staff. The administrator 
and the director of nurses should be members ex- 
officio. The presidents of the board and the 
auxiliary can also be ex-officio members if desired. 
There are many nursing problems for a committee 
of this kind to consider and their reports to their 
particular groups are often very interesting and 
educational. The American Hospital Association 
will furnish you free of charge literature on this 
important subject. 


The Administrator 


The administrator is sometimes called director, 
or warden, but more often called superintendent. 
By whatever name, he has a very technical posi- 
tion and should be well trained for the many 
duties he has to perform. He is an individual se- 
lected by the board of trustees or governing board 
as chief executive officer, to carry out the policies 
fixed by the board and to perform all the func- 
tions usually associated with an executive officer. 


The administrator must be an organizer. 

He must be a leader above the average but not a dic- 
tator. 

He must be a business man. 

He must be a teacher. 

He must be a financier. 

He must be a diplomat. 

He must be practical. 

He must be precise. 

He must know how to find the answer to all questions. 

He must be a good talker. 

He must be a personnel director. 

He must be progressive. 

He must be charitable. 

He should follow the golden rule. 
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He must understand public relations. 

He must strive to elevate the standards of hospital ad- 
ministration. 

He must learn that human relationships are often all 
the main things in life. 

He must learn to understand rather than to condemn. 

He must have a knowledge of architecture and building 
construction so the physical condition of his plan is 
safe from fire and accidents. 

He must have independence, tact, be conscientious and 
competent to meet perplexities. 

He must combine technical knowledge and ability with 
imagination and a sense of social values. He must see 
detail as a part of a larger whole. 

He must not be a procrastinator. “Tomorrow” may be 
too late. 

He must not be a quibbler. Trifling arguments should 
not be advanced. 

He must be reactionary. He should have no revulsion 
of feeling nor seek to hinder or undo policies of ad- 
vancement in his institution. 

He must not be provocative—arouse anger. 

He must not be recalcitrant. Most things are taxed but 
you will not be taxed for being pleasant nor will the 
recipient of your kind words. 


Public Relations 


Few subjects in the hospital field are more often 
talked about or more often written about than 
public relations and it is probably less understood. 
The great problem is to bring about reciprocal re- 
lationship between hospital and the community, 
whereby the latter will respond to the needs 
which the hospital faces in providing adequate 
service to the community. When I look back fifty 
years and follow hospital history of this country 
and see what wonderful progress has been made 
and without a public relations program, I begin to 
look for the secret. Look at the great old hospitals 
of the country—the New York, the Pennsylvania, 
Massachusetts General and scores of others all 
over the country that have kept up with the 
progress of the nation—their doors always open 
to the sick and injured, regardless of color, creed, 
nationality, or whether they had money to pay or 
not. How did they do it? What is the great secret? 
The great secret is service to suffering humanity, 
service with a heart, unselfish service. This is 
the key note. This is the cornerstone. James 
Whitcomb Riley expressed the idea very effec- 
tively and especially so to the poor fellow that 
is sick in “In a Friendly Sort O’ Way” — that 
has attracted the attention of charitable people in 
the past but we do need to develop a better under- 
standing between hospitals and the community we 
serve. 


National Hospital Day has done more to educate 
the public as to what the hospitals are doing than 
any other program. The Blue Cross plan for hos- 
pital care is something we all feel proud of for 
it is another outstanding public relations program. 
Here is an opportunity for every hospital to do 
a fine public relations job by giving these pa- 
tients a service that will make them converts, 
yes missionaries, for hospitals that serve them. 
There are many kinds of service. We notice 
it in business, in the hotels we stop at, in res- 
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taurants and other places. The job of an adminis- 
trator is such a complicated one that it is easy for 
him to overlook the many things that spell 
service, many of them small but important. The 
hospital administrator must be continually on his 
toes. He must be sure his service to the sick and 
injured is of the right character, then do not hesi- 
tate to let the world know about it in a well- 
organized and ethical program. It takes time to 
unite individuals in a common cause. It takes time 
to integrate the energies of a community in a pro- 
gram designed to meet the specific needs. It takes 
time to build up a relationship between his hos- 
pital and the community, whereby there is estab- 
lished in each a response sufficient to fulfill the 
requirements of both. It is a slow moving tempo 
but it has been done. He must use all the facilities 
he can command— 

National Hospital Day 

The Blue Cross Plans 

The Press 

Radio 

Yearly Report 

Monthly Bulletins 

Other literature distributed to patients and placed on 

the reception room tables 
A guide book for visitors crammed full of information 
and good advice which not only helps the visitor to 


understand why visiting rules are necessary, but also 
what to see in a hospital and how to see it. 


Laboratory 


The laboratory properly manned and equipped 
is a gold mine for medical education not only to 
the members of the staff but to the residents, in- 
terns, and nurses. For the benefit of the patients it 
should be operated with speed and precision. 
Waste of time often delays diagnosis thus prolong- 
ing the stay of the patient. It should be under the 
supervision of a pathologist who is certified by the 
American Board of Pathology. Careful records 
should be kept and filed with the clinical record of 
the patient. Every ethical effort should be used to 
secure autopsies, as far as possible. Staff members, 
residents, interns and nurses should be present at 
autopsies. Pathological conferences should be held 
at regular intervals by the pathologist. For all 
laboratory charges a proper system should be set 
up to get charges to the bookkeeper before patient 
is discharged. This is also true of all departments. 


X-Ray 


As more than two hundred diseases are treated 
with x-ray and radium it brings the x-ray in the 
front rank of departments. Therefore this activity 
of the hospital involves the use of very expensive 
equipment and capable personnel. If the volume of 
work is sufficient, a full time radiologist should be 
engaged either on salary or commission, or both. 
In small hospitals a part time radiologist may be 
possible otherwise a well trained technician may 
carry on the work, although there are limitations 
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for he must have a knowledge of anatomy and 
medicine and the need for conservation of equip- 
ment. As there is very little waste, this depart- 
ment if properly supervised is a _ substantial 
income producer. 


Pharmacy 


It has been said by an outstanding hospital 
pharmacist that the pharmacy is the very back- 
bone of the hospital. Since the relief and care of 
the sick depend so largely upon the medicine sup- 
plied, the responsibility of the pharmacist is great. 
He must be ever ready to cooperate with the 
doctors and nurses. In fact, the department must 
function as near 100 per cent efficient as possible. 
To safeguard the patient all prescriptions should 
be written in duplicate — that is, a carbon copy 
made of each prescription. The nurse should not 
be allowed to multiply doses. Should a nurse have 
an order to 1/50 grain she must not use 2/100, or 
if the order is for 1/100, she must not use one-half 
of 1/50 grain. 


Extreme caution should be practiced in handling 
poisons. All such should be kept in special cabi- 
nets and locked. No dose large enough to be fatal 
in its effect should be kept on the floor. Usually the 
routine drugs are included in the patient’s rates 
and an extra charge made for special and expensive 
drugs. Some charge for all drugs used by the patient 
but while patients usually do not object to paying 
for special or expensive items they do for routine 
prescriptions. This brings up the question of all 
inclusive rates which is being used in some hospi- 
tals successfully. Others have tried it but without 
success. It is a question of administration that 
should be studied very carefully before adopting 
it. The American Hospital Association will furnish 
literature to any administrator who is interested. 


Air Conditioning 


The Committee on Air Conditioning of the 
American Hospital Association has reviewed all 
literature and has come to the conclusion that no 
report should be made this year as there has been 
no new development in the use of air conditioning 
in hospitals, worthy of comment. Aid conditioning 
is here, but a job remains to adapt it to a hospital. 
Cooling and circulating the air is being done with 
success but you cannot humidify the air properly 
until you find some satisfactory way to keep the 
windows from steaming up in winter. You can 
waste a lot of money on air conditioning so be 
careful. I have done considerable experimenting 
but time will not permit my discussing it at this 
time. (If any of you are interested, however, I will 
gladly go into the subject with you.) 


The Purchasing Department 


When possible to do so a hospital should have a 
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central purchasing and storage department under 
a capable purchasing agent. The efficient function- 
ing of this department is very important to eco- 
nomical administration. In small hospitals the ad- 
ministrator has to do the purchasing while in the 
large institutions he should supervise it. Whether 
the purchasing is done by the administrator or a 
purchasing agent, he must be familiar with all the 
various kinds, quality, brand names and the mar- 
ket trends of the great variety of goods used, many 
of which should be carefully tested. For instance 
wool blankets should be run through your laundry 
to test for shrinkage. Gauze, linens and cotton 
goods should be examined by a magnifying glass 
to count the threads per square inch. There are 
new gadgets invented every day so try one out 
before purchasing. Usually the salesman is willing. 
One fault to guard against is over stocking. Many 
times it is more economical to purchase small 
quantities and oftener, the heads of departments 
should be consulted as to the merchandise used in 
their departments. For instance many times the 
pharmacist can purchase the drugs to better ad- 
vantage. The housekeeper may purchase material 
used in her department at a greater saving. All, 
however, should be done in cooperation with the 
purchasing department where records are kept and 
bills checked. 


Accounting Department 


Another important department where accounts 
for the entire hospital are kept, the payroll, the 
budget, patients’ accounts, collections, disburse- 
ments and all statistical information compiled 
should be organized and staffed for 100 per cent 
efficiency. As far as possible a unified accounting 
system as recommended by the American Hospital 
Association should be established. 


Admission of Patients 


This department must be carefully watched for 
with patients coming and going daily the admitting 
clerk is liable, and unconsciously so, to get into the 
habit of questioning applicants in a mechanical 
way and forget the human element that must be 
injected into his daily routine. He deals daily with 
people who are suffering and who are troubled, 
therefore, the employee doing this work must be 
very carefully selected for even temperament, 
kindness and tolerance. The comfort and state of 
mind of the patient is so important to his recovery. 
If he is properly admitted not only in the admit- 
ting office but on the floor by the nurse he at once 
feels a security and satisfaction that gives him a 
peace of mind so important to his recovery. The 
same careful and kindly handling of people should 
be the routine at the information desk where first 
contacts are made. The handling of visitors is a 
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difficult but important function for here either 
friends or enemies can be made. The prompt de- 
livery of telegrams, letters and packages to the 
patient is very important. The health of the em- 
ployees of these two departments should be care- 
fully watched, for this work is nerve wracking and 
often a week’s vacation occasionally will prevent a 
valuable employee from spoiling a good disposi- 
tion. This brings up the question of personnel 
training. The Committee on Personnel Relations 
of the American Hospital Association has sent in a 
copy of a manual on this subject which will be 
released in the near future. The ideals which they 
consider worth striving for are: 


To provide services of such quality and quan- 
tity as will be most helpful to the com- 
munity. In providing such services, no policy 
should be pursued that might be detrimental 
to patients, employees, supporters, or the 
community. 


To provide, wages, hours and working condi- 
tions for all grades of workers which com- 
pare favorably with the best competitive 
conditions in order to keep an efficient work 
force of high morale and avoid expensive 
turnover. 


To provide adequate security against the haz- 
ards of unemployment, illness, accident and 
old age. 


To provide, in so far as possible, opportunity 
for individual satisfaction in a job, through 
scientific selection and placement, training, 
advancement and a just reward. 


Members of the American Hospital Association 
will receive a copy of this manual when published. 


War Economies 


Outline of personal experience in operating a 
hospital during World War I. 


Meetings of Staff 

Meetings of Interns 

Meetings of Nurses 

Meetings of Personnel 

Economies they suggested and carried out. 

Rationing of sugar, butter, alcohol, stationery, safety 
pins, gauze, cotton, etc. Made soap for laundry from 
the grease saved. 

Use of telephone reduced. 

Work adjusted so one elevator was closed. 

More careful use of linen reduced laundry expenses. 

Sale of $40,000 Liberty Bonds in the hospital family. 

The influenza epidemic. By enlisting the cooperation 
all personnel, cutting expenses was made easy. 

No eight-hour law. Jobs doubled up so personnel was 
greatly reduced. Eighty-six of my trained people went 
with Unit 13, while twenty-two others joined the 
service and went overseas. Our situation is much 
worse during this war but administrators will learn 
many valuable lessons. We will weather the storm. 
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Purchasing and Store Room Control-—Part | 
FLORENCE KING 


planning our hospitals? Have we not con- 

centrated our efforts on the x-ray depart- 
ment, the operating room, facilities for the pa- 
tients and nurses’ residence, and neglected the 
business department that is responsible for the 
expenditure of from 35 to 50 per cent of the hos- 
pital’s operating funds? 


| | we not been somewhat inconsistent in 


If we are convinced of the advantages of mod- 
ern diagnostic and therapeutic equipment, why 
scorn the need for equally modern business prin- 
ciples? We are prone to overestimate the value of 
hospital supplies and equipment as applied to the 
patients’ comfort and forget that sound business 
principles and wise purchasing result in equal 
benefit to the patient. We center our interest on 
the patient and his needs in an effort to rational- 
ize and explain why we are more interested in 
new deep therapy equipment or some swanky new 
furniture for the private pavilion. In so doing we 
overlook the fact that it is the patient who is 
aided ultimately by anything that adds to the 
smooth operation of the hospital. 


Do not conclude that I am subscribing to the 
thesis that a good supply control system will make 
a patient forget he has a bumpy mattress or a 
cold supper tray. But I do subscribe to the proposi- 
tion that sound business procedures are as im- 
portant as fancy bed spreads and silver hot plates. 
Just as in the age-old statement that the chain is 
as strong as its weakest link, so the hospital is no 
better than its weakest department and nine 
chances out of ten that lame-duck department in 
your hospital and mine is that of purchasing and 
store room control. 


So-called big business has long since recognized 
the fact that antiquated business methods do not 
make for success. Department stores, for example, 
have within the past decade blossomed forth with 
the last word in display equipment. But for every 
new counter or glass case installed to catch the 
customer’s eye they have added an improvement 
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in their “behind the scenes” set-up. Is it not high 
time for us hospital people, who love to prate 
about ours being one of the largest industries, to 
bring our business methods up to a level consistent 
with that rating? Would we care to have the in- 
dustries that out-rank us make too close a survey 
of our haphazard, lackadaisical methods? 


While censuring ourselves for our lack of pro- 
gress, we can at least take comfort in the knowl- 
edge that this has not been unique in the hospital 
field. Indeed, it is claimed that the buying for all 
educational and charitable institutions lags be- 
hind industrial buying—a paradox when you 
learn that schools offering excellent courses in 
industrial buying have themselves been slow to 
practice what they preach. Industry has been 
awake to the value of such courses but education 
has not yet opened the text books nor learned to 
use its own resources. When we know that a great 
university like Harvard sailed along for almost 
300 years before it appreciated the necessity of 
reorganizing its business methods, we can review 
our own shortcomings, if not with complacency, 
at least with tolerance. 


May I ask your indulgence while I quote from 
“Pardon My Harvard Accent” in which the author, 
William G. Morse, tells of his experience in the 
reorganization program: 


“By 1920 Harvard had outgrown its busi- 
ness methods. Each year it was going deeper 
in the red and when the red figure was finally 
arrived at it showed only what Harvard had 
spent; no one knew how much more Harvard 
owed. Any one of a thousand or more pro- 
fessors, doctors and clerks could charge things 
to Harvard or to himself or to herself, put the 
bill in the pocket of another suit of clothes to 
be completely forgotten, or, if he remembered 
it a few months later, say to some bewildered 
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credit man, ‘Harvard owes you that, not I.’ 
Harvard, with millions to spend, was poor, for 
a man is poor who spends more than he has 
and rich when he spends less. It was a Hercu- 
lean task uprooting old habits, traditions, and 
prejudices to bring order out of chaos, and I 
am glad that I was one of those who for 
twenty years. has helped to keep Harvard in 
the black.” 


Mr. Morse started his work by interviewing 
some of the professors. The first replied in his 
somewhat pompous manner that he presumed 
they bought mostly lead pencils and stationery, 
and as they were buying from the best stationery 
department in Greater Boston, no purchasing de- 
partment could hope to do as well as they could 
do. He advised against it, saying it could not suc- 
ceed. (As a matter of fact, not two per cent of the 
supplies Harvard buys are lead pencils and sta- 
tionery.) 


Another professor said he would be damned if 
he would stay at Harvard if they ran it like Johns 
Hopkins, where, his friends told him, if you 
wanted a tin cup, you had your choice between 
cup No. 1 and cup No. 2. A third announced that 
if such a purchasing department was started, it 
should be under him. However, he advised against 
it, explaining that no savings could be made, and 
that was that. 


But Mr. Morse was asked to establish such a 
department and accepted. It required three years 
of patient work before he could even standardize 
on one kind of paper towel and it was another 
year before he could standardize on soap. Today 
he writes, “I am proud of the purchasing depart- 
ment at Harvard and of the things my four clerks 
and I can do. I am glad they picked me for the 
job, for it has been a lot of fun.” 


I am glad, too, for Mr. Morse’s book makes 
pleasant reading and his money-saving saga is a 
challenge to us who may not have staid professors 
to convert but have instead board members, doc- 
tors, and department heads who are just as “sot 
in their ways.” 


Business principles in the hospital field cover a 
large area but for our discussion we shall limit 
ourselves to those which have to do with purchas- 
ing, stores and handling supplies. 


Method of Handling Purchases 


If a hospital is to adopt sound business prin- 
ciples for its purchasing, the first thing to consider 
is the method of handling purchases, the general 
policy of which must be decided by the board of 
directors. As it is the prerogative of an author to 
outline the ideal, I shall start with the premise 
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that the ideal system is to have, whether the hos- 
pital be a large or a small one, one person in 
charge of purchasing. In the small hospital he 
may, of necessity, have additional duties, but at 
least he and only he will do the buying. In some 
institutions it has been deemed wise for the 
pharmacist to do his own buying and for the 
dietitian to do her own purchasing as far as 
perishables are concerned. The latter system is 
followed in the hospital with which I am associ- 
ated and, though it has worked out satisfactorily 
for us, I still contend that having all purchases 
made by one individual is better. 


The advantage of having one purchasing agent 
is that it concentrates responsibility for all pur- 
chases under a single head and gives the job of 
purchasing the status of a specialty, to which any 
department dispensing 50 per cent of an organiza- 
tion’s funds is entitled. It takes purchasing out of 
the “jack of all trades” category into which it falls 
when it lets every Tom, Dick and Harry look after 
the buying. 


In our hospitals we want an experienced roent- 
genologist to look after our x-ray department and 
an experienced pathologist for our laboratory. 
Why then, when we want a first-rate job of pur- 
chasing done, do we not delegate the job to some- 
one qualified to do that work? Is it reasonable to 
suppose that the operating room _ supervisor, 
because she shows tact in scheduling operations 
and manages her department well, is a person of 
business acumen? Further, is it not quite under- 
standable that each head holds his own depart- 
ment very dear and wants it to have the lion’s 
share? One purchasing agent, if he is fair and 
square, will maintain an impartial over-all view 
of all departments. Moreover, there are so many 
commodities that are used by all departments and, 
if one individual places large orders for all, he can 
take advantage of quantity prices. 


To summarize, if we permit everybody and his 
brother to do the buying— 


1 Standardization of supplies is impossible. 


2 The department head, busy with the pro- 
fessional details of his department, is likely 
not to bother with written bids and price 
competition. 


3 Lacking the proper accounting set-up, the 
department head is careless about inven- 
tories and wise quantity buying, and may 
fall prey to the sin of hand-to-mouth buying 
or the extreme of stocking several years 
ahead. 


Assuming we are convinced of the soundness of 
having one individual handle the purchasing, let 
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us consider the requirements for a good purchas- 
ing agent. 


Requirements for a Good Purchasing Agent 


Herman Zaagman describes them in the 1940 
Modern Hospital Year Book, as follows: 


1 The purchasing agent buys all products 
and services required by the hospital and 
disposes of obsolete material and equip- 
ment, scrap and other discards. 


2 He studies business conditions and markets, 
establishes relations with vendors and in- 
vestigates possible new sources of material, 
equipment and supplies. 


3 He is responsible for keeping the inventory 
at the lowest figure consistent with business 
and market conditions. 


4 He interviews salesmen. 


5 He conducts all correspondence and negoti- 
ations with vendors. 


6 He is responsible for filing claims and secur- 
ing adjustments for goods damaged in 
transit. 


7. He keeps in touch with the general activi- 
ties of the hospital and its several depart- 
ments. 


“Purchusing in any hospital should be in charge 
of a person who knows products, their uses, their 
intrinsic value and their origin and fabrication.” 


The list of qualifications for the ideal adminis- 
trator is a staggering one and, when we add to 
these the more specific duties of the purchasing 
agent, a dual job in the average hospital, we find 
we must have a paragon who is a combination of 
the gods of mythology, the knights of the Middle 
Ages and the business man of today. And a dash 
of Scotch ancestry would not come amiss. 


The wise buyer will recognize the need for co- 
operation with department heads. He will wel- 
come suggestions from them as to quality and 
technical points and will arrange frequent con- 
ferences for this purpose. 


On the other hand, to prevent friction, sales 
representatives must not be permitted to call on 
department heads if the purchasing is assigned to 
one buyer. Department heads of high calibre are 
usually willing to cooperate. 


One of the first things for the purchasing agent 
to do is to study the Code of Hospital Ethics, ap- 
proved and adopted by the American Hospital 
Association and the American College of Hospital 
Administrators, which reads as follows: 


“The administrator should bear in mind 
constantly that, in his relationships with the 
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representatives of supply houses or commer- 
cial organizations, his hospital is almost 
inevitably concerned. Therefore, his relation- 
ships should be courteous at all times and of 
such a nature that under no circumstances 
will the hospital be involved or obligated in 
any way. Particularly important is it that the 
administrator refrain from becoming under 
personal obligation to a firm or its representa- 
tive, as would be the case by the acceptance 
of personal gifts or unusual social favors. Per- 
sonal commissions or rebates should never be 
accepted. 


“The administrator should not give a testi- 
monial for public use and should not authorize 
or otherwise permit the public use of his name 

’ or photograph in the endorsement of commer- 
cial services, equipment materials, drugs or 
other supplies. 


“Gifts or donations should not be solicited 
from business houses on the basis of making 
a return for business granted. 


“Unless required by law to do so, the ad- 
ministrator or his staff should not disclose the 
prices to a competitor of a firm submitting 
prices. Orders placed in good faith should not 
be canceled or the goods returned without 
legitimate reason. 


“Requests for special extension of credits or 
time payments should be definitely arranged 
before any merchandise is ordered.” 


Ordering Material for Personal Friends 


A pitfall in the life of every purchasing agent is 
what might be called the “good-pal racket.” The 
purchasing agent’s friends expect him to purchase 
items for them wholesale, though he has no right 
to do this. The Associated Retail Credit Associa- 
tion is up in arms about this situation and rightly 
so. When firms offer wholesale prices or discounts 
to charitable institutions they do it as a courtesy 
because of the large volume of business and the 
charitable nature of the organization and permit- 
ting everybody’s friend to take advantage of 
charity discounts is a betrayal of the trust placed 
in the purchasing agent. Moreover, the purchasing 
agent should devote his time to purchasing for the 
hospital and not spend his institution’s time buy- 
ing wedding presents for his next-door neighbor 
to send to her cousin in Kansas. The experience of 
many purchasing agents is that, when they try to 
accommodate friends they end in grief. The elec- 
tric refrigerator is not what the doctor’s wife 
wanted and the hospital is expected to fight it out 
with the wholesaler. Everybody is peeved all 
around and the doctor has received a discount to 
which he was not entitled. This abuse has been 
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carried to such an extent that it will doubtless 
ultimately result in having all discounts with- 
drawn and those who are justly entitled to them 
will be the ones to pay the fiddler. 


Sales Representatives Should Feel Assured of 
Courteous Treatment 
So much for what the purchasing agent should 


not do. Now let us consider what he should do. 
In the first place, he should, as we have said pre- 


viously, purchase wisely and economically for - 


each department without antagonizing its head. 
He should keep posted on the latest equipment 
and supplies but not “go haywire” and stock up 
on fly-by-night innovations which will prove just 
a passing fancy or deteriorate on the storeroom 
shelves. 


He must be fair and square with the sales repre- 
sentatives; if he is, they will be equally fair with 
him. He will not disclose one firm’s bids to another 
bidder. He will not hide the fact that he is asking 
other firms for bids and, if he receives a better 
price, he will say so but without revealing the 
better price. 


He will not permit personal friendships to in- 
fluence him in his buying, though, paradoxical as 
this may seem, he must never forget the friendly, 
kind acts of a vendor. I have in mind a firm which, 
in all the years our hospital has given it large 
orders, has never offered the purchasing agent so 
much as a candy bar but has given service and 
value that cannot be praised too highly. If on 
Sunday morning we call one of the sales repre- 
sentatives at his home to take care of an emer- 
gency order we know that, regardless of personal 
inconvenience to him, that instrument will be in 
the hospital at the time needed. We have learned 
through competitive bids that this house gives us 
good value for our money, excellent service, and 
will not humiliate us by offering a gift to our pur- 
chasing agent. We consider it one of our hospital’s 
best friends, and are happy to give it a large share 
of our business. 


Business thrown to a board member or the rela- 
tive of an important staff member is usually 
costly. Here much depends upon the policy of the 
board of directors. Heaven pity the purchasing 
agent who is bound by the selfish interests of cer- 
tain board members who compel the hospital to 
purchase from firms which they represent, solely 
because they are members of the board. Many an 
institution pays exhorbitant prices to a firm and 
dares not get competitive bids because its president 
happens to be a member of the hospital’s board. 


The purchasing agent is often perplexed by the 
question, “Are we obliged to buy locally, espe- 
cially from firms which contribute generously to 
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local charities?” My answer is (and you may dis- 
agree with me) “Only when you can spend the 
hospital dollar as wisely as elsewhere.” The mer- 
chant whose gifts to charity are used as bait for 
business is one of whom we should be wary, for 
he will usually charge extra to make up for his 
donation, or, as Robert Southey tersely expresses 
it, he will be one whose “alms were money put to 
interest.” On the other hand, price, quality and 
service being equal, the local firm undoubtedly 
should be shown preference. 


The purchasing agent must never lose sight of | 


the part he plays in the realm of public relations. 
His relations with sales representatives can in- 
deed make or lose friends for his institution. The 
salesman who is rudely received will naturally be 
prejudiced against the entire organization and will 
lose no opportunity to hurl invectives at the hos- 
pital whenever he hears it mentioned. The man 
who is greeted graciously, even though no order is 
forthcoming, will usually feel kindly toward the 
hospital and speak well of it. 


As Edgar C. Hayhow says, in a splendid article 
he has written on the subject, “It is so simple for 
the vendee to be arrogant and smug, talk loudly 
and be a poor listener,” or as another has faceti- 
ously written: 


“Here’s to a salesman, 
Big and bold, 

Who tramps the streets 
In the wet and cold. 


His eye is bright 
And his heart is warm 
For he’s got what it takes 
The buyer to charm. 


This from a buyer, 
Hard and old, 

With an eye like a fish 
And a heart that’s cold. 


He sits in an office 
That’s warm, you bet! 

And drives the salesman 
Back out in the wet.” 


By William G. Morse, published in 
The New England Purchaser. 


It is often contended that every nurse and every 
doctor should undergo one major operation to 
gain a thorough understanding of the patient’s 
point of view. With like reasoning, I argue that the 
person who has had some experience on the selling 
side of the desk is a more valuable, or at least a 
more kindly, buyer. My initiation into the selling 
game came at the age of ten, when my Sunday 
School class undertook, without the knowledge of 
our parents, the sale of $500 worth of holly 
wreaths to raise funds for the equipping of a 
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gymnasium. In my later purchasing days, when I 
found myself growing impatient with a persistent 
salesman, I tried not to forget how I judged every 
housewife by the number of front windows in her 
home and the reception she gave us when we little 
scamps pestered her for an order. 


It is impossible to place an order with every 
representative who calls but one can at least say 
“no” pleasantly. We might learn in this respect 
from the Chinese whose unfailing politeness is a 
symbol of their race. A fine example of handling a 
salesman with velvet gloves, though no purchase 
was made, is portrayed in Pearl Buck’s “Dragon 
Seed,” where she describes the visit of a peddler 
of Shantung silks and grass cloth who makes a 
vain attempt to sell a farmer’s wife his goods. He 
compliments her on her discriminating taste and 
she flatters him by listening with wrapt attention 
to his exciting tales of the war which in his travels 
he has picked up. Then they, she and her husband, 
offer him tea, after which he shoulders his pack, 
bows and goes away. No order, to be sure, and yet 
the salesman left his would-be customers without 
a trace of rancor. 


The purchasing agent wili acknowledge his in- 
debtedness to the salesman for a vast store of 
technical knowledge. Firms of high calibre employ 
representatives of equally high calibre, both per- 
sonally and professionally, who are eager and will- 
ing to disseminate technical knowledge to the 
purchasing agent, if he has the good sense to want 
to learn. 


The earlier the purchasing agent learns to sub- 
merge his ego the better he will fare. I recall an 
experience during those days when I was still 
green as grass about medical and surgical supplies. 
I have never ceased to be grateful to a salesman 
who, when I in smart-aleck fashion announced I 
would order six gross of something, counseled me 
to buy one dozen. My inflated ego went down with 
a bang and so did his commission, but up went my 
respect for an absolute gentleman. From that day 
I have known I could trust him and I frequently 
seek his advice. In recent years when I helped this 
man’s firm work out an innovation in a piece of 
surgical equipment, they wanted to name the 
article for me and give me royalties. I declined, 
declaring the scales were still overbalanced in my 
favor when I considered all the technical training 
I had had from their representative. 


Purchasing Agent Should Have Wide Interests 


The purchasing agent should be an omnivorous 
reader, but not the conscientious pedantic type 
who limits his literary fare to hospital journals 
only. They are splendid and should be scripture to 
him, but reading along other lines is equally im- 
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portant. The man who lays down his hospital 
magazine and picks up a book on old glass or china 
will perhaps find a new interest and will enjoy his 
china and glass buying much more. A book on 
South American travel may add to his knowledge 
regarding rubber or coffee. Robert Louis Steven- 
son had a better way of saying this when he wrote, 
“Perpetual devotion to what a man calls his busi- 
ness is only to be sustained by perpetual neglect 
of many other things.” 


The purchasing agent should be a veritable gad- 
about—except on those days set aside to see sales- 
men. Our mothers laid great store in the custom 
of making formal calls. One afternoon a week they 
sallied forth, resplendent in their best clothes, 
with the tooled leather card case clutched in their 
white-gloved hands. Formal calls were the order 
of the day and much attention was given to the 
length of the call and the number of cards that 
were left at each friend’s home. I wonder whether 
it would not be worth while for the hospital pur- 
chasing agent to borrow this custom and go a-visit- 
ing. If he would devote an afternoon a week to 
calling on other buyers, he would doubtless gain 
many helpful ideas that would enrich the service 
of his own hospital. 


Then there is the hotel. For years we have used 
the analogy of hospital and hotel to impress a 
patient with the fact that he is getting a bargain 
in the hospital, but have we borrowed any good 
ideas from the hotel? Presumably they are oper- 
ated for profit and, therefore, their business meth- 
ods should prove helpful to nonprofit institutions. 
When a large hotel adopts the use of a certain type 
of china, can we not assume that it found its use a 
money-saving item? When that hotel replaces 
fragile glass stemware with a low glass nappy, can 
we not be assured that it will mean a saving in 
breakage? 


We once had a delightful neighbor who never 
let the routine of household duties interfere with 
a pleasant social engagement. To the horror of the 
disciples of the dust cloth and vacuum cleaner, she 
would blithely disregard the sacred ceremonials of 
cleaning day and sally forth to enjoy a luncheon or 
tea. She salved her conscience by shouting gaily 
as she closed the front door, “House, consider your- 
self clean,” and off she went, envied by the neigh- 
boring housewives who longed for the courage to 
do likewise. 


Would not it be a good idea for the purchasing 
agent to say, “Desk, consider yourself cleared,” 
and venture forth to pick up some good ideas in 
another field—office building, school, or hotel — 
about paint, wall-washing, or cleaning methods? 
In the hotel he may observe the maids carrying 
their cleaning equipment in a compact little carry- 
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Nor until the needs of war 
pressed for mass production and 
fast deliveries did industry fully 
appreciate that the evolution of 
medical x-ray apparatus had 
paved the way for x-ray inspec- 
tion of critical war materials— 
from small aluminum castings 
up to an 8-inch thickness of steel. 


To assure safer and superior 
planes, guns, ships, and tanks, 
Uncle Sam insisted on x-ray 
inspection, at the same time stip- 
ulating that it must be accom- 
plished without appreciably 
slowing down production. This, 
of course, required that appa- 


ratus be specially designed for 
each type of X-ray inspection. 


Accordingly, G. E. engineers de- 
veloped a number of industrial 
x-ray units which have proved 
not only timely, but also a boon 
to war industries, for in some 
instances the equipment has 
actually helped to accelerate 
production. 


In G-E industrial x-ray equip- 
ment, too, the advantages of com- 
plete oil-immersion are obtained, 
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as in the famous G-E Maximar 


shockproof x-ray therapy unit. 
Note how this principle has been 
adapted to a mobile industrial 
unit for x-ray inspection of welds. 


To withstand the gruelling serv- 
ice demanded of G-E industrial 
x-ray units—many are operating 
24 hours a day—obviously called 
for new engineering achieve- 
ments. And by applying them 
also to G-E medical x-ray appa- 
ratus, the profession likewise is 
bound to benefit. 
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all that he can copy for his hospital maids. He 
may see a new floor covering, the merits of which 
he will want to investigate. 


Some wide-awake hospital person must have 
gone marketing in a super-service store and ob- 
served how the little carts, designed for carrying 
baskets of groceries, could be adapted to hospital 
use. As a result, we have the compact, inexpensive 
surgical dressing cart that has proven so popular 
in our hospitals. 


The wide-awake purchasing agent will familiar- 
ize himself with the ultimate use of every com- 
modity he buys. By so doing he will gain the good 
will of the department heads, for they will be 
flattered by the implied compliment of his seeking 
information from them as authorities in their spe- 
cialties. 


He should also interest himself in what might 
be called the background of the merchandise he 
buys. Trips to textile mills, canneries, dairies and 
wholesale grocery houses are always worth while. 
An afternoon spent in a commercial laundry is 
bound to prove profitable, especially if the pur- 
chasing agent asks his own laundry supervisor to 
accompany him. The dietitians and the storekeep- 
ers will appreciate it if they are included in the 
tour of the wholesale grocery firms. These friendly 
gestures lessen the possibility of friction between 
the purchasing agent and the department head and 
are of educational value also. 


During these war days when it is difficult to se- 
cure certain commodities, the value of visiting 
other institutions has increased in importance. 
“Swapping” has become the vogue. A friend of 
mine made a “sense of duty” call at an orphan’s 
home recently and was repaid for his trouble when 
he discovered the orphan’s home had dozens of 
unused metal lockers to trade for a large hot water 
tank that my friend’s institution no longer needed. 


One need not emphasize the importance of his 
attending meetings of hospital associations and 
allied fields, particularly those meetings where he 
can visit commercial exhibits and keep posted on 
what’s what in new equipment. 


System of Purchasing 


So much for the purchasing agent. May he be 
the acme of perfection that we have pictured him. 
And now for his system of purchasing which 
might be summarized in the following Ten Com- 
mandments of Buying: 


I Thou shalt secure bids on all purchases. 
In so doing— 
Give detailed specifications so all bidders 
may quote on uniform merchandise. Re- 
tain a permanent record of bids for pur- 





chaser’s protection. Do not disclose the 
other fellow’s bid. 


II Thou shalt buy merchandise of proven 
quality. 

This does not necessarily imply that only 
nationally known brands shall be bought. 
Usually the well-known brands are 
cheaper in the long run. However, we have 
come to learn that sometimes we pay extra 
for the label and the fancy package. Only 
rigid standards of testing can decide the 
relative merits. 


III Thou shalt place the hospital’s interests be- 
fore thine own. 

The purchasing agent must be ever mind- 
ful of the fact that his job is a sacred trust, 
and that he is a steward entrusted with the 
expenditure of community funds which it 
is his obligation to spend to the best pos- 
sible advantage. Just as in the Parable of 
the Talents, he must render a good ac- 
counting of his husbandry if he is worthy 
of his job. 


IV Thou shalt evaluate quality. 


Select the worth while innovation and dis- 
card the attractive new gadget that will be 
worthless tomorrow. In making a purchase, 
take into consideration the effect that stor- 
age of a commodity will have on its ulti- 
mate cost, whether it will deteriorate in 
quality, shrink in quantity, or become ob- 
solete while in storage. 


V Thou shalt keep thy shelves well-stocked. 


Last-minute buying and borrowing do not 
speak well for any purchasing agent. 


VI Thou shalt keep stocks moving and dispose 
of the obsolete. 
Items no longer used by one department 
may be used by another. It is not a bad 
policy occasionally to invite department 
heads to inspect articles consigned to the 
limbo of obsolescence. An item no longer 
used by the laboratory may be utilized in 
the obstetrical department and thus termi- 
nate its dust-collecting days on the store- 
room shelves. 


VII Thou shalt carefully check the count, weight, 
and quality of all incoming supplies. 
This injunction is not predicated on the 
thought that every merchant is dishonest 
but rather on the knowledge that the best 
of shipping clerks is fallible. 


VIII Thou shalt not be a telephone addict nor an 
office chair recluse. 


Do not choose the line of least resistance 
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2. Statue of BENJAMIN FRANKLIN 


located in Boston. An example 
of true leadership in scientific, 
diplomatic and humanitarian 
fields. Founder of Pennsyl- 
vania Hospital in Philadelphia. 


_ 























good-will ambassador to the Old World. In him was manifest 
the energy and vitality of a young nation. Today, in the midst of 
a global struggle, America is maintaining this tradition of good- 
will in helping to feed millions of people throughout the entire 
world. The hospitals of this country understand that. Their tradi- 
tion also is one of service and help to the community. We, in turn 
are proud to serve the hospital profession. The building of equip- 
ment for the mass preparation and service of food has been our 
specialty for more than fifty years. At present, a substantial part 
of our productive facilities are devoted to installation connected 
with the war effort. Hospital authorities understand full well 
the limitations thus imposed upon us. They are with us in 
the united resolve to attain a complete and lasting victory. 


April 1943 


@ BENJAMIN FRANKLIN, at the age of seventy, was America’s first 





Large photo—main kitchen of Tuberculosis Hos- 
pital, Medical Center, Jersey City, N. J]. Smaller 
photo—view of the Diet Kitchen. Complete 
installation included stainless steel equipment for 
Pantry, Bakery, Dishwashing and other departments. 


5. BLICKMAN w INC. 


3804 Gregory Avenue, WEEHAWKEN, N. 





for your purchasing. Go out into the mar- 
kets once in a while. Moseying about a 
department store sometimes pays, particu- 
larly during the end-of-the-month sales 
when odd lots of bed spreads and draperies 
may sometimes be bought for the proverb- 
ial song. 


IX Thou shalt learn the true meaning of the 
adage “Penny wise and pound foolish.” 


Or, as my mother used to express it, 
“What’s cheap’s cheap.” Learn the fallacy 
of mistaking poor quality for good 
economy. Many a purchasing agent has 
felt he secured a clever bargain at a low 
price, only to discover later that with 
freight charges added and cash discount 
denied, the purchase cost more than one 
from another firm whose original bid was 
higher. 


X Thou shalt issue a written order covering 
every purchase. 


As a result, there would not be any so- 
called padding of orders. The hospital that 
suffers in this respect usually deserves to. 
Recently, a hospital administrator was 
heard condemning a certain salesman and 





accusing him of padding orders. When 
asked whether he always gave a written 
order, he smugly replied that he was a 
minister of the Gospel and trusted people. 
In direct contradiction of this statement he 
denounced the man for sending him more 
equipment than he thought he had ordered 
because he had been too careless to issue a 
written order. The average firm with 
which we deal is honest and, if not in- 
herently honest, is too smart to want to 
jeopardize a good sales connection by dis- 
honesty. The memory of the person placing 
the order is just as likely to be unreliable 
as the ethical standard of the sales repre- 
sentative. This is particularly true in a 
hospital where a busy operating room 
supervisor, superintendent of nurses or 
engineer, all engrossed in the duties of 
their respective departments, have to stop 
to interview salesmen, place verbal orders 
and go about their business. Is it not quite 
conceivable that they might be mistaken 
about quantity when the order is received 
six months later? Is it fair to the merchant 
not to give him a written order? 


(Part II will be published in the May issue.) 





Our Greatest Need 


An editorial of the Staten Island Transcript 


The part that the nurse plays on the fighting 
front and on the home front in wartime is a vital 
one. She cares for and cheers and restores to 
health the wounded and the sick in foreign fields. 
In training camps and hospitals in this country 
her work is equally vital. 


On the home front, in civilian hospitals, she 
carries on her work that the home front may be 
healthy to continue to produce the sinews of war, 
that the soldier and the sailor may know that their 
wives and children are well-cared for at home. 
And on the home front she serves without glamor 
and without praise and without rank. She serves, 
too, for small monetary remuneration while ever 
before her there is flaunted the great temptation 
of high wages for women in war industry. 


In the field or in the hospital the nurses hours 
are long and there is no overtime pay. And the 
work is harder than ever before for everywhere 
there is a great shortage of trained nurses. 


The nation is grateful to these greatest of its 
benefactors. It could show some measure of its 
gratitude to them by following a now ancient 
suggestion of the Staten Island Transcript and 
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issuing a special postage stamp commemorating 
the services of the nurse. Nor would the issuance 
of such a stamp serve only to convey the nation’s 
gratitude; it would have a great stimulating effect 
upon the recruiting of girls and young women to 
enter upon training for a career in nursing. One 
of our greatest needs is nurses and more nurses 
for the coming critical military campaigns and for 
whatever emergencies may confront our civilian 
population. Let us issue a Nurse Stamp to awaken 
new interest in the profession. 


No better time than National Hospital Day on 
May 12 could be chosen for the issuance of the 
stamp. 





+ 


American Board of Ophthalmology 
Examinations 


The 1943 examinations of the American Board 
of Ophthalmology will be held in New York City 
June 4 and 5, and in Chicago, October 8 and 9. 


Candidates will be required to appear for exam- 
ination on two successive days. 


For formal application blanks, please write at 
once to Dr. John Green, secretary, 6830 Waterman 
Avenue, St. Louis, Missouri. 
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The Guo tantiees of Special Lighting 


2—Castle No. 1 Spotlight for intra-cavity 
lighting . . . projects plenty of cool, color- 
corrected light where ever it is needed most 
. . . shadow free. 


This is the lighting combination you need in 
minor surgeries, emergency rooms and out- 
patient departments to help a busy staff do 
their jobs most effectively. 

1—Castle “G-V” Light ... for glareless in- 
direct general room illumination ... with 50 
foot candles at table height. 


3—Castle Power Box ... to take over 
current for No. 1 light automatically when 
line power fails from any cause. 


All three available for special hospital needs. 


WILMOT CASTLE COMPANY, 1277 University Ave., Rochester, N. Y. 


Ae eE LIGHTS 
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Maternity Facilities 


The sharp increase in births in hospitals has 
led many administrators to a serious consideration 
of the expansion of the maternity facilities of their 
institutions even though it be at the expense of 
other less used space. On the theory that an empty 
bed is the most expensive thing in the house, it is 
well to make some study of the probable perma- 
nency of this increased demand in order to avoid 
the mistake of overbuilding. 


There are three major factors involved in this 
increased demand: 


1 The general trend for the expectant mother 
to prefer the facilities of the hospital rather 
than home delivery. 


2 The effect of economic conditions as the 
marriage rate, the birth rate, and the finan- 
cial ability of expectant mothers to take 
advantage of hospitalization all are affected 
by this variable. 


3 The war stimulated increases in both mar- 
riage and birth rates, and the probability 
of similar increases when peace comes and 
Johnny comes marching home. 


The trend toward greater use of hospital facil- 
ities is illustrated by the fact that of all births in 
the United States, 33.6 per cent occurred in hos- 
pitals in 1931; 38.8 per cent in 1936; and 55.9 per 
cent in 1941. These figures represent the increase 
in the United States as a whole but must be ap- 
plied to any single locality with a great deal of 
caution. The proportion of hospitalized to total 
births in 1941 varied widely in different states— 
from 15.8 per cent in Mississippi, 16.6 per cent in 
Arkansas, and 22.2 per cent in Alabama, to 74.3 
per cent in Illinois, 89.4 per cent in Connecticut 
and 93.8 per cent in the District of Columbia. 


It would thus appear that the permanent in- 
crease in the rate of hospitalization of maternity 
cases depends primarily upon density of popula- 
tion and ratio of urban to total population. The 
rural mother has plenty of room to have her baby 
at home but the pigeon hole dweller of the city 
does not. 


General Economic Conditions. Demographists 
link the marriage rate definitely to general eco- 
nomic conditions and base predictions as to birth 
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Of Special Interest to Administrators 


rate on the marriage rate. Thus the period 1933 
to 1938 was one of slow economic recovery and 
saw an increase of the birth rate from 18.1 to 19.1, 
but the year 1938 was another period of economic 
recession which was reflected in a drop in the 
birth rate from 19.1 in 1938 to 18.7 in 1939. 


The increase in the rate of hospitalization of 
maternity cases from 33.6 in 1931 to 38.8 in 1936 
was but 5.2 as compared to an increase of 17.1 from 
38.8 in 1936, to 55.9 in 1941. Similar sharp rises 
are reflected in the fact that the total births in 
hospitals increased 15.7 per cent in 1941 over 1940, 
and in 1942 increased 18.9 per cent over 1941. Since 
1942 births would in general be affected by 1941 
marriages and since there was no large mobiliza- 
tion of young men until late in 1941 it would ap- 
pear that this sharp rise in hospitalization as well 
as some of increased birth rate was due to the 
improved economic conditions of 1941—a reflec- 
tion of the increase in war industry—a factor 
which is of course temporary. 


The rapid and widespread development of Blue 
Cross plans during the period 1936 to 1941 is very 
probably responsible for a large part of the in- 
creased hospitalization of maternity cases, an in- 
crease three times as great as that which occurred 
in the preceding five years. The growth of the 
Blue Cross plans cannot be considered a general 
economic factor, but it is very definitely a major 
economic factor to the individual expectant 
mother. It may often spell the difference between 
can and can’t so far as hospitalization is concerned 
and there is quite definite evidence that it is a 
factor in an increased birth rate among subscribers 
to these plans. 


The present indications are that Blue Cross 
Plans are on the verge of much more rapid and 
widespread development and the fact that the 
beneficiaries are very largely in the child-bearing 
age suggests that their influence in the increase 
of the hospitalization rate for maternity cases may 
be markedly greater than the mere increase in 
number of participants would indicate. 


Temporary factors. The war is undoubtedly the 
predominant temporary factor both in a large in- 
crease in birth rate and in an increased rate of 
maternity hospitalization. The sharp increase in 
total hospital births in 1941 and 1942 has already 
been noted. Nation wide statistics on the birth 
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of habit” 


Physicians agree, “‘Habit Time”’ is the best cor- 


rective measure in treating constipation. 


As an aid in establishing “Habit Time” .. . 


Petrogalar has long been favorably known. 


An aqueous suspension of mineral oil, Petrogalar 
adds unabsorbable fluid in the colon. Brings 
about comfortable elimination with no strain- 
ing .. . no discomfort. 


Unlike plain mineral oil, Petrogalar supplies 
moisture . . . retains moisture . . . counteracts 
excessive dehydration. 








Pettogalar 


Supplied in 5 Types 


Petrogalar Laboratories, Inc. 


Chicago. Illinois 


April 1943 


, ys ; 
if 
Proverb 


Miscibility and even dissemination are assured 
by the fine division of suspended oil globules. 


Petrogalar is pleasant to take. It may be thinned 
with water, milk or fruit juices. 


Five types offer latitude of choice in treating a 
wide range of conditions. 


Try Petrogalar on your next group of patients. 


oe 


*Reg. U. S. Pat. Off. Petrogalar is an aqueous suspension of pure 
mineral oil. Each 100 cc. of which contains 65 cc. pure mineral oil 
suspended in a flavored aqueous gel. 


Promotes ‘‘Habit-Time’’ of Bowel Movement 








rate for 1942 are not yet available but for the City 
of Chicago the rate increased from 15.0 in 1940 to 
19.5 in 1942, an increase of thirty per cent. The sta- 
tistics of the Blue Cross plans indicate an increase 
in maternity hospitalization of thirty to thirty-five 
per cent during the last half of 1942 as compared 
to the same period of 1941. 


It is now estimated that the peak has been 
reached if not passed, and that the rate will drop 
to normal or near normal by midsummer of 1943. 
This forecast is based on a correlation of the rates 
of induction into the military service for 1941 and 
1942, and the marriage rates for the same periods. 
Of particular importance are the facts that not 
only has the rate of induction decreased since mid- 
summer of 1942 but the lowering of the draft age 
has resulted in the induction of a markedly de- 
creased number of marriageable men. 


This decrease in total births is expected to con- 
tinue or at least to remain low, probably below 
normal at least for the duration. During this peri- 
od the ratio of hospital births to total births is 
however likely to remain fairly high as economic 
conditions remain good and as so many of the 
expectant mothers are living under conditions 
that are not conducive to home delivery. 


But when the peace comes there will ensue a 
reunion of the married, and the consummation of 
many delayed marriages. This will, in turn, result 
in a second peak in the birth rate beginning ten 
months to a year after demobilization begins and 
rising somewhat in proportion to the rate at which 
those in military and auxiliary services are re- 
turned to civilian life. The hospital birth rate may 
be somewhat tempered by the economic malad- 
justments inherent in a sudden shift of industry 
back to peacetime conditions. 


Another factor which may operate to lower the 
peak of the birth rate is that the deaths and serious 
disabilities of military personnel are virtually all 
among the potential fathers. It is believed by 
demographists that there is a likelihood of some- 
thing in the order of 400,000 deaths. If this should 
occur it will so lower the number of marriageable 
men as to result in a marked increase in the num- 
ber of spinsters. Likewise, women having tasted 
the economic security of industrial employment 
and employers having discovered their adaptabil- 
ity, there is the likelihood that if industry can 
absorb them, many will prefer to remain in indus- 
try rather than to marry. Also, the history of 
World War I indicates the probability of a marked 
increase in the divorce rate. 


These postwar factors then indicate that the 
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probable postwar peak of births may be succeeded 
by a valley in the rate far below that which we 
have heretofore considered normal. 





++ 


The First Hospital in the United States 


The first hospital in the United States was built 
in 1612 at Henricopolis (now Dutch Gap, Vivr- 
ginia). It was designed to accommodate eighty 
patients, both medical and surgical, and nurses 
were at hand to minister to the suffering. Hamor 
speaks of it as “Mount Malado (a retreat or guest 
house for sick people), a high seat and wholesome 
air.” Another contemporary observer says 


“Here they were also building an Hospital for 
the sicke and lame, with keepers to attend 
them for their comfort and recoverie.” 


It is probable that this hospital was destroyed 
in the general conflagration accompanying the 
massacre of 1622. 


In 1620 the London Company issued a charter 
which provided 


“That the people now sick and which here- 
after shall come, may be the better provided 
against sicknesse . . . first in each of the four 
ancient General Boroughs, as also in each of 
the particular Plantations, a Guest house (hos- 
pital) shall be built for the lodging and enter- 
taining of fifty persons each on their first ar- 
rival. Said houses to be raised in wholesome 
places, each shall be sixteen feet broad within 
and 180 feet long .. . with 25 beds of four foot 
broad, six foot long, and two foot height from 
the ground in equal distances and with parti- 
tions of boards between. Five conveniently 
placed chimnies for fire and sufficient windows 
for wholesomeness of air.” 


Note the economy of space by providing for two 
patients in a four foot bed. 


Three years later the Privy Council ordered 
“Guest houses to be built for harboring sick men 
and strangers.” 


From “Medicine in Virginia in the Seventeenth 
Century by Wyndham B. Blanton, M.D.” 
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Hospitals and Butter Prices 


Hospitals, penal, and other institutions of the 
United States Government are authorized by the 
OPA to pay the same maximum prices for butter 
supplies as are paid by private institutions in these 
fields. (Amendment No. 6 to M.P.R.289), effective 
March 20. O.P.A.-T-654. 
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These exclusive Rosemary features, not 
matched by any competitive napery, are specially desirable in hospital food ser- 
vice where sanitary conditions are essential. They are your assurance of out- 
standing fabrics which retain their original attractive appearance through long 
periods of service. TABLECRAFT is distributed 
through and recommended by leading 
Hospital Supply and Linen Supply firms. 
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PLAN AHEAD ....PLEASE! 

We are doing our utmost to keep production in step with Se 

the growing demand for Rosemary Napery and we have a he 

complete line of patterns and sizes for immediate delivery. Ce * TABLECLOTHS 
But the many looms now weaving essential war fabrics must * NAPKINS 
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Social Security Expansion Urged 


The Seventh Annual Report of the Social Se- 
curity Board, which parallels the related parts of 
the two reports of the National Resources Plan- 
ning Board, recommends the expansion of Social 
Security Benefits and extension of the system to 
cover twenty to twenty-five million additional 
persons. The Board incorporated in its report the 
following eight proposals: 

1—Extension of coverage to agricultural, 
domestic, governmental and nonprofit insti- 
tution employes and the self-employed. 


2—Protection of the insurance rights of 
those who were protected before entering the 
armed forces. 


3—Reduction of the retirement age for 
women workers from 65 to 60, a like reduc- 
tion in age for the wife of a retired worker and 
widows of insured workers. 


4—Nationalization of unemployment com- 
pensation funds now administered by the state 
with federal assistance. 


5—Extension of the duration of unemploy- 
ment benefit payments, and standardize them. 


6—Additional benefits for workers with de- 
pendents. 


7—Permanent and 
payments. 


temporary disability 


8—Hospitalization insurance. 
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Hospital Operating Room 


Whether or not a hospital operating room comes 
within the scope of Class I Hazardous Locations 
of Article 500 is still a debatable subject. Debat- 
able, perhaps, because the engineering and medi- 
cal professions have never looked at the situation 
from the same viewpoint. Some members of the 
medical profession claim that a mixture of air and 
a combustible anesthetic that would ignite from a 
spark or arc would affect the doctors and nurses 
as well as the patient. Therefore, the general at- 
mosphere in the operating room must be kept rela- 
tively free of any gases used as anesthetics. This 
view naturally disregards the danger to the patient 
and in such explosions as have occurred, the pa- 
tient has been the victim. We all realize that the 
patient is the victim mentally, physically and 
financially. If left to the patient, he quite naturally 
would say that a $500 operation should at least 
entitle him to a correspondingly expensive operat- 
ing room. Electrical engineers feel the same way 
about it and question the economy of using a 10 
cent switch on a $300 sterilizer or a $5 lighting 
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fixture over a $200 operating table, Neither does 
it seem feasible to designate certain operating 
rooms to nonflammable anesthetics and others to 
the use of ether or other flammable gases. In an 
emergency, the doctor has no choice except to use 
the available operating room and the anesthetic 
that the case demands. 


The argument so far seems to favor the engi- 
neers who claim that from a purely economic 
standpoint there is no excuse for taking a chance 
of causing an explosion in an operating room. 
Electrical equipment of the explosion-proof type 
can be provided at a cost comparable with other 
operating room appliances. The added precaution 
against fire and explosion should be taken when 
outfitting the room. 


One of the reasons in the past for engineers and 
architects throwing up their hands in despair when 
designing the electrical installation for hospital 
operating rooms was the inability to get a com- 
plete explosion-proof job in the operating room. 
For instance, there was no explosion-proof x-ray 
view fixture that modern surgery demands right 
close to the operating table in order to take full 
advantage of the x-ray photograph and avoid un- 
necessary cutting into a vital organ. This, of course, 
is hearsay as far as we are concerned, but there 
seems to be a demand for every conceivable elec- 
trical gadget in an operating room. 





+ 
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Impostor Working Eastern Hospitals 


R. B. Eleazer, Jr., assistant superintendent of 
the Greenville General Hospital, Greenville, South 
Carolina, reports that a man representing himself 
as Vann L. Mungo, a big league pitcher for the 
New York Giants, formerly with the Brooklyn 
Dodgers, complained of kidney colic attacks and 
was admitted to the hospital for treatment. In pay- 
ment of his bill the impostor offered a check which 
was accepted. It was later discovered that the man 
was a very clever impersonator of the real Mr. 
Mungo. The impostor has appeared from time to 
time in Washington, D.C. hospitals and the real 
Mr. Mungo is very anxious to have him appre- 
hended. The man in question is six feet three or 
four inches tall and weighs approximately two 
hundred and forty pounds; he is thoroughly fa- 
miliar with the events of the real Mr. Mungo’s life 
and discusses them with a great deal of ease and 
assurance. The physician who treated him felt that 
he was probably a dope addict. 


Hospitals should be on the lookout for this man. 
Any information concerning him should be relayed 
immediately to Mr. Vann L. Mungo, Pageland, 
South Carolina. 
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GOOD THINGS ENDURE 


Hospital Bureau of Standards and Supplies, Inc., has functioned 
effectively and with an ever-increasing membership for thirty-three 
years. Never have its services been of such sterling worth to its 
member institutions as today. 


A copy of our monthly service bulletin “Bu- 
i reau News” will be sent on your request. 


particulars 


a HOSPITAL BUREAU 


STANDARDS AND SUPPLIES 


INCORPORATED 
247 Park Avenue ° ; ° New York City 


A voluntary, non-profit, cooperative buying and research 
organization operated by and for voluntary institutions. 




















@ Colorful? Yes! Singly or in 
combination, Edelweiss Gelatine 
Desserts are gay and attractive. 
The fifteen exquisite flavors offer 
the extraordinary advantage of 
variety with uniformly delightful 
results. And such unusual flavors 
—for instance, banana, apricot, 
ginger ale and mint. What palate- 
tempting delicacies can you con- 
jure up with these. Profitable? 
Decidedly! The low cost per serv- 
ing means a most satisfactory 
margin for you. 
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Report on Hospital Service in Illinois 


The Council on Medical Education and Hospitals 
of the American Medical Association, in its report 
on “Hospital Service in the United States,” which 
was published in the March 27 issue of the Journal 
of the American Medical Association, enumerates 
a few facts resulting from the Annual Census: 


“The total number of patients admitted to 
all registered hospitals in the state of Illinois 
was shown to be 849,621 by the Annual 
Census. This is 10.8 per cent of the total popu- 
lation of Illinois according to the census of 
1940. The number of patients operated on in 
the state was 407,450 or 48 per cent of those 
admitted. The*deaths in the hospitals of the 
state excluding still born were 37,337, autopsies 
8491 or 22.7 per cent. The death rate on the 
patients admitted was 3.8 per cent. In calcu- 
lating this rate we added the new born in- 
fants in with the other admissions. 


“The 317 registered hospitals in Illinois have 
85 M.D. superintendents, 32 R.N.’s and 200 oth- 
ers. There are 106 schools of nursing with an 
enrollment of 7320. The hospitals employ, at 
nursing, 7776 graduate nurses, 1038 practical 
nurses, 6330 attendants and 777 orderlies.” 





There Will be 9900 Additional 
Physicians Commissioned in 1943 


The Victory Bulletin for March 17 advises that 
the plans of the Office of the Surgeon General call 
for the commissioning from civil life of 9900 physi- 
cians during 1943. Approximately 3000 of this 
number will be interns and resident physicians in 
hospitals. In addition to the physicians commis- 
sioned there will be 4800 dentists commissioned. 

The Procurement and Assignment Service of the 
War Manpower Commission will certify all appli- 
cants before consideration for a commission is 
given by the War Department. The Medical Officer 
Recruiting Boards have been discontinued by the 
Surgeon General and the functions of these boards 
have been taken over by the field offices of the 
War Department’s Officer Procurement Service in 
the Services of Supply. The field offices process the 
applications and will interview each candidate to 
determine his qualifications relative to his char- 
acter, integrity and reputation. The Surgeon Gen- 
eral’s Office will pass on the professional qualifi- 


cations of applicants. 
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Time-Saving Advice from Hospital 
Section, War Production Board 


Before the final step is taken in actually apply- 
ing for permission to increase your hospitalization 
facilities, you may save time and effort by asking 
yourself the following questions: 


1 Have you doubled all private rooms possible 
within the limits of safety and added beds wher- 
ever space allows such as in solaria, waiting rooms 
and offices? 


2 Is the average length of stay of your patients 
reduced to an absolute essential minimum and are 
you and your admitting officer together with 
physicians cooperating in avoiding other then ab- 
solutely necessary hospitalization? 


3 What facilities are offered in the other hos- 
pitals in your area and have you attempted to 
work out with them a combined effort that will 
produce the maximum use of all hospital facilities? 
Have you also done as indicated in (1) and (2) 
above? 


4 What efforts have you sponsored in your com- 
munity which will improve and conserve general 
health, reduce accidents and engender the full 
consciousness of hospitals, their needs and their 
proper use? 

5 Is expansion in your area unequivocably need- 
ed to the point where curtailment will result in a 
breakdown in the health of the region? 


William S. Brines, Acting Chief, 
Hospital Section, Government Division, 
War Production Board 





+ 


New Hospital Construction in 
Washington, D. C. 


The WPB’s Facilities Clearance Board has an- 
nounced approval of two more of Washington’s 
hospital bed expansion programs. The approval 
opens the way for construction of 100-bed hospitals 
at Bethesda and Cheverly, Maryland. 


Approval was recently given a 75-bed addition 
to Alexandria Hospital and a 100-bed hospital in 
Arlington. 


These round out the expansion agreed upon in 
the nearby area and, with 28 new beds at George- 
town, 150 at Gallinger, and 627 to be set up in 
existing space in District of Columbia hospitals, 
brings the total to be added in the metropolitan 
area of Washington to 1180 beds. 
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Double Portable style of Septisol Dispenser. 


VESTAL CHEMICAL 


$T. LOUIS 








Once you see the con- 
venience and the econo- 
my of Septisol Dispensers 
in your own hospital you’d 
never go back to sloppy, un- 
sanitary and wasteful hand soap 

for scrub-up room technique, or to less 
efficient dispensers. A word from you will 
arrange a demonstration in your hospital 

. . without cost or obligation. 


SEPTISOL DISPENSERS have many exclusive ad- 
vantages that make them so desirable for hospital 
use. A control valve regulates soap flow—from a 
few drops to a full ounce. Sanitary, convenient 
foot pedal operation leaves hands free. Built for 
lifetime efficiency and economy. 3 Styles—Single 
Portable; Double Portable and Wall type. Attrac- 
peer finished. A necessity in the modern hos- 

pital. 


SEPTISOL SURGICAL SOAP 


is scientifically prepared from a blend of 
fine vegetable oils. Made especially for 
scrub up rooms. Lathers to a smooth, 
creamy richness helping to eliminate 
danger of infection and roughness 
that come from use of harsh, irritat- 
ing soaps. 


















ABORATORIES, Inc. 
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Can Openers 
and Smiles 


The old fashioned can opener was a 
great invention. It has been as neces- 


sary in the modern cuisine as the frying 
pan. No one knows who invented it. 


The smile of hospital personnel has 
been like that. In the face of life at its 
worst, somehow, somewhere this smile 
came into being. No one knows who 
started it. Perhaps it was the mother of 


all inventions—necessity. 


The can opener has little work to do 
these days but the smile has plenty to 
do. Let us see that its use will not be 


lost in this time of stress and strain. 




















THE SUBSTITUTE 


There is always something just as good as 
a Diack or so you are constantly told but 
when it comes right down to being posi- 
tive of your sterilization you demand a 
Diack. The one thing and the only one 
thing for which Diacks are to be used is 
to check the sterilization by steam. You 
use steam for that purpose and simply 
have to accept the moisture which is always 
present when steam is used. Most assur- 
edly you cannot be induced to believe that 
the “dry heat” test has any application 
whatever in steam sterilization so why 
should anyone try to fool you with such 
a test? 


34 YEARS 


Diack Contiol 


5719 Woodward 


DETROIT MICHIGAN 
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Wilmina Ashby has been named superintendent 
of the Northampton-Accomac Memorial Hospital, 
Nassawadox, Virginia. 


oe 





Dr. J. O. Asher is medical superintendent of the 
Western Oklahoma Charity Hospital, Clinton, 
Oklahoma. Dr. W. H. Smith, resident surgeon, has 
served as acting superintendent since Lieutenant 
C. E. Griffith left for active service. 





+ 
++ 


A. James Behrendt has been appointed assist- 
ant administrator of the Evangelical Hospital, 
Chicago, succeeding Riley McDavid who received 
a commission as an Ensign in the United States 
Navy. sas 





Marion Virginia Black is superintendent of 
King’s Daughters’ Hospital, Staunton, Virginia. 





Dr. Thomas C. Black, a former member of the 
staff of the Florida Sanitarium and Hospital, Or- 
lando, Florida, is now superintendent and medical 
director of the Western Oklahoma Sanatorium, 
Clinton, Oklahoma. 


oo 
++ 





A. H. Brittingham, formerly superintendent of 
the Stetson Hospital, Philadelphia, Pennsylvania, 
has assumed his duties as superintendent of the 
Northeastern Hospital, Philadelphia. 


os 





Clara A. Coleman is still superintendent of the 
Warren City Hospital, Warren, Ohio. We regret 
that through an error on our part we published 
a notice in our March issue to the effect that Miss 
Coleman had resigned. 


von 
++ 





William W. Colton, formerly superintendent and 
business manager of the Florida Medical Center, 
Venice, Florida, has been appointed superintend- 
ent of the Blodgett Memorial Hospital, Grand 
Rapids, Michigan. 





++ 


Eva Y. Gladue, who has served as acting super- 
intendent of the J. C. Blair Memorial Hospital, 
Huntington, Pennsylvania, since Mrs. Jean F. 
Richards, R.N., was granted a leave of absence to 
report for duty with the Army Nurse Corps, has 
joined the Army Nurse Corps at Camp Lee, 
Virginia. Mrs. E. E. McCulley, R.N., is now super- 
intendent of the J. C. Blair Memorial Hospital. 


ron 
+ 





Robert Graves, who has been associated with 
Grant Hospital, Chicago, for the past five years 
and lately held the title of acting superintendent, 
has been appointed administrator of Grant Hos- 
pital. 
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News Notes of Interest to the Hospital Field 





Paul R. Hanson, superintendent of the Iowa 
Lutheran Hospital, Des Moines, Iowa, has been 
granted a leave of absence and has reported for 
active service with the United States Army. Clara 
Hendrickson has been appointed superintendent 
for the duration. 





Andrew L. Hascall has succeeded I. Norman 
Downer as business manager of the Santa Clara 
County Hospital, San Jose, California. 


oo 


Dorothy A. Hehmann resigned as executive di- 
rector of the Cancer Commission of the State of 
Missouri to accept a position as personnel director 
of the New Haven Hospital, New Haven, Connecti- 
cut. Miss Hehmann succeeded James W. Stephan 
who is now superintendent of the Aultman Hos- 
pital, Canton, Ohio. 





oe 


Ruth Johnson has assumed her duties as super- 
intendent of the Woodstock Public Hospital, Wood- 
stock, Illinois. Miss Johnson succeeded Hilda 
Whitefoot, R.N., who joined the United States 
Army Nurse Corps. 





Mary E. Kelley, R.N., who has been acting su- 
perintendent of the Mount Sinai Hospital, Hart- 
ford, Connecticut, was recently appointed super- 
intendent of the hospital. 

David R. Kenerson resigned his fellowship in 
hospital administration at the W. K. Kellogg 
Foundation at Battle Creek, Michigan, to accept 
the position as administrator of the Clearfield 
Hospital, Clearfield, Pennsylvania. 

Myrtle Kvenvold, R.N., formerly assistant su- 
perintendent of the Itasca County Hospital, Grand 
Rapids, Minnesota, has accepted the superintend- 
ency of the Waseca Memorial Hospital, Waseca, 
Minnesota. sais 














Anne Lunney has become superintendent of the 
Southside Community Hospital, Farmville, Vir- 
ginia, succeeding Charlotte S. Piper, R.N., who 
resigned. 





Mrs. Lula F. Martin, superintendent of the 
Gibson General Hospital, Princeton, Indiana, has 
resigned to accept a position as head of the diet- 
ary department of the Broward Hospital, Fort 
Lauderdale, Florida. Mrs. Dolores Lutz has been 
appointed to succeed Mrs. Martin as superintend- 
ent of the Gibson General Hospital. 

Dorothy H. McMasters, R.N., has resigned as 
administrator of the Two Rivers Municipal Hos- 
pital, Two Rivers, Wisconsin. Frances M. Bohnen- 
kamp, R.N. is acting administrator. 





HOSPITALS 









NES ARES oe SOS Soe RS oT Te Cn RE PS ane SOS RISD RARE See 








"SAS Shaper 













Heres A Floating Soap Made Special 
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‘ | oi time you order soap—par- 
ticularly floating soap—bear 
S this in mind: hospital requirements 
were given first consideration in the 
¥ development of Colgate’s Floating Soap! 
d It is skillfully blended to produce 
a mild, white soap that is notable 
for the rich abundance of its gentle, 
° fast-cleansing lather. Nurses who 
: use it regularly for patient care re- 
d gard Colgate’s Floating Soap as ex- 
ceptionally kind to the skin... 
patients find it both pleasant and 
refreshing! 
|- In its cost, you'll find further evi- 
A; dence of regard for hospital needs— 
in spite of its high quality. Colgate’s 
e Op Floating Soap will fit in your budget. ~ use in private payil; 
r- Let us give you prices on the sizes Cashmere" Bown Patients, “ preedace 
10 i fd S0ap, it is famon’ nite: hard- 
', and quantities you need. Just ask pe lather is dena #® rich 
2 ©! Available in mina” lingering 
: your local Colgate- Palmolive -Peet able in miniature sizee = 
[> representative or write direct to 
aS : 
t- ' our Industrial Department at Jersey 
rt |) City, New Jersey. No obligation, of mi ; 
; ae ike and! foe no: als, both fo 
! : Patient © staff 
course, in either case! toilet soap, is meets the merica iy Seveaee 
miniature sizes. too, is Z 












CoLGATE-PALMOLIVE-PEET Co. 


INDUSTRIAL DEPARTMENT, JERSEY CITY, N. J. 


April 1943 


Eleanor M. Melledy was recently appointed as- 
sistant director of nurses of the school of nursing 
at Central Maine General Hospital, Lewiston, 
Maine. 





‘Clara B. Peck, superintendent of the House of 
Mercy Hospital, Pittsfield, Massachusetts, has re- 
tired because of ill health. Edith Atkin, R.N., has 
been appointed as Miss Peck’s successor. 





Morris Roth, formerly assistant superintendent 
of the Brooklyn Hebrew Home and Hospital for 
the Aged, Brooklyn, New York, has assumed his 
new duties as executive director of the Haym 
Salomon Home for Aged, New York City. 


ron 


Yellena Seevers has accepted a position as in- 
dustrial analyst in the hospital priorities section 
of the War Production Board. 


Dr. Nathan Smith, formerly deputy medical su- 
perintendent of the Morrisania City Hospital, New 
York City, is now medical superintendent of the 
Fordham Hospital, New York City. Dr. Harold 
Gross, formerly director of the out-patient depart- 
ment of the Morrisania City Hospital, New York 
City, has succeeded Doctor Smith as deputy med- 
ical superintendent of the Morrisania City Hos- 
pital. me 

Burbank, California—Ground has been broken 
for the new $380,000 St. Joseph’s Hospital in Bur- 
bank, California. The new hospital will be equipped 
with one hundred beds and will offer general med- 
ical, surgical, and maternity care to the public 
irrespective of race or creed. 














San Francisco, California—The Langley Porter 
Clinic, San Francisco, California, dedicated the 
new $500,000 building on February 13. The new 
hospital was named the Langley Porter Clinic in 
honor of Dr. Langley Porter, dean emeritus of the 
University Medical School in recognition of Doc- 
tor Porter’s contributions to mental science. The 
out-patient department unit of the new hospital 
was named in honor of Dr. Aaron J. Rosanoff, 
former State Director of Institutions for Cali- 
fornia. - 

Fairbury, Illinois—The new $25,000 obstetrical 
unit of the Fairbury Hospital, Fairbury, Illinois 
has been completed and was opened for occupancy 
on February 15. The new unit doubles the facilities 
of the Fairbury Hospital. 

a oe 

Freeport, Illinois—In November 1942 the Dea- 
coness Hospital, Freeport, Illinois, received three 
thousand dollars for the installation of new equip- 
ment and also for the application of acoustical ma- 
terial on the three floors where patients are cared 
for. In January 1948 the hospital received five 
thousand dollars from the estate of Mrs Margaret 
Rawleigh. 
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Galesburg, Illinois—The War Department has 
approved plans for the construction of a $4,000,000 
Army general hospital at Galesburg, Illinois. Con- 
struction will be supervised by the Army Engi- 
neers of the Chicago District. 


Kendallville, Indiana—The Lakeside Hospital of 
Kendallville, Indiana, has changed its name to the 
McCray Memorial Hospital. 








Highland Park, Michigan—Revised plans are 
in progress for the construction of a two-story 
brick and reinforced concrete addition to the High- 
land Park General Hospital, Highland Park, Mich- 
igan. Fa 

St. Louis, Missouri—Plans have been approved 
and the contract let for the completion of the Mc- 
Millan Hospital, one of the Barnes Hospital group 
in St. Louis, Missouri. Construction contracts call 
for the expenditure of $152,000. When completed 
space for an additional 160 beds will be provided. 
Construction program is being financed by the 
FWA. ia dasi 

Carlisle, Pennsylvania—The Carlisle Hospital, 
Carlisle, Pennsylvania, received a gift of $50,000 
for research purposes from L. A. Cagne, Carlisle 
industrialist. 











Philadelphia, Pennsylvania—Jefferson Hospital, 
Philadelphia, Pennsylvania, has received a bequest 
of $180,000 from the estate of the late Mrs. Emily 
Barton Pendleton. 





Philadelphia, Pennsylvania—The Lankenau Hos- 


pital Cancer Research Institute, Philadelphia, 
Pennsylvania, received a bequest of $2,000,000 
according to the will of the late Mrs. Anna C. 
Burr. ee 

Phoenixville, Pennsylvania—A_ million-dollar 
addition to the Valley Forge General Hospital, 
Phoenixville, Pennsylvania, has been authorized. 
The addition will provide 328 beds and will become 
a part of the original 1504-bed hospital unit now 
nearing completion at a cost of more than five 
million dollars. id 


Houston, Texas—A $50,000 bequest was recently 
left to the Methodist Hospital, Houston, Texas, to 
be used for their Children’s Unit. The bequest was 
left by Mrs. Mary L. Graves of Houston who 
passed away in the hospital after a long illness. 
The fund will be known as the Mebane Morrow 
Graves fund in memory of Mrs. Graves’ husband. 











Bremerton, Washington—Award of a contract 
involving the expenditure of $610,837 for the con- 
struction of a new 160-bed hospital and nurses’ 
home at Bremerton, Washington, was announced 
by the assistant regional federal works admin- 
istrator. The hospital, when completed, will ac- 
commodate one hundred six patients and will be 
completed in about five months. 
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